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The  AMA  and  RBRVS 


Since  becoming  president  of  the  Medical  Society 
of  Delaware,  I have  been  approached  by  many 
members  regarding  the  Society's  association  with 
the  American  Medical  Association  and  the  AMA 
representation  of  our  physicians  in  particular.  I 
have  tried  to  familiarize  myself  with  the  AMA  and 
have  been  involved  in  many  of  its  activities;  most 
recently  I served  as  an  alternate  delegate  at  the 
AMA's  Interim  Meeting  in  Las  Vegas. 

The  message  being  passed  to  me  by  some  of 
our  members  is  that  the  AMA's  actions  no  longer 
represent  the  average  physician  and,  in  particu- 
lar, the  medical  specialist.  Specifically,  physi- 
cians feel  that  the  AMA's  stance  on  RBRVS  does 
not  represent  physicians  who  are  involved  in 
daily  patient  care. 

I will  not  attempt  to  defend  the  AMA;  how- 
ever, I can  assure  you  that  all  the  AMA's  actions 
are  decided  by  a democratic  process.  The  AMA 
acts  to  satisfy  the  wishes  of  the  physician  del- 
egates, not  its  Board  of  Trustees;  thus,  the  AMA's 
actions  truly  represent  the  wishes  of  the  country's 
physicians. 

It  might  be  appropriate  to  let  you  know  some 
of  the  activities  that  have  occurred  prior  to  the 
institution  of  the  RBRVS,  which  was  enacted  into 
law  with  the  passage  of  OBRA  89.  Following  the 
enactment  of  hospital  DRGs  in  1983,  the  reform 
emphasis  shifted  from  Medicare  Part  A to  Part  B, 
and  Congress  was  considering  three  alternatives: 
physician  DRGs,  capitation  through  a Medicare 
HMO,  and  a fee  schedule. 

Physicians  were  growing  disenchanted  with 
Medicare's  customary,  prevailing  and  reasonable 
(CPR)  payment  system  due  to  fee  freezes,  MACs, 


etc.  There  was  also  the  problem  of  geographic 
disparity  in  fees,  with  under-paid  rural  physi- 
cians and  the  ongoing  intra-professional  debate 
over  cognitive  vs.  procedural  reimbursement.  By 
backing  a fee  schedule  approach,  the  AMA 
proactively  addressed  these  problems  and  pre- 
cluded the  more  onerous  alternatives  under  con- 
sideration. 

Since  the  early  1980s,  the  AMA  has  aggres- 
sively led  the  search  for  an  acceptable  and  equi- 
table approach  to  paying  for  physician  services 
furnished  to  Medicare  patients.  With  Senator  Bob 
Dole  declaring  1984  the  "year  of  the  physician,"  it 
was  clear  that  the  next  round  of  Medicare  pay- 
ment changes  would  be  directed  at  physicians. 
The  Reagan  Administration  and  Congress  inten- 
sified the  search  for  alternatives  to  the  CPR 
payment  system,  which  was  being  blamed  for  the 
rapid  growth  in  federal  outlays  for  Medicare 
physician  payments  in  an  era  of  growing  budget- 
ary strain.  At  about  this  time,  a physician  pay- 
ment schedule  based  on  a new  relative  value  scale 
also  emerged  as  a viable  "reform."  Unlike  other 
proposals,  the  AMA  and  much  of  organized  medi- 
cine believed  that  such  a schedule  could  preserve 
fee  for  service,  protect  physicians'  clinical  au- 
tonomy, maintain  patient  access  to  high-quality 
medical  care,  and  eliminate  much  of  the  complex- 
ity that  increasingly  plagued  the  CPR  fee  pro- 
gram. This  complexity  and  the  payment  distor- 
tions across  specialties  in  geographic  areas  had 
created  widespread  dissatisfaction  among  physi- 
cians. The  AMA,  at  this  point,  concluded  that 
change  was  not  only  inevitable,  but  desirable. 

In  1984,  the  AMA  met  with  HCFA  and  vari- 
ous specialty  societies  to  explore  the  development 
of  a relative  value  scale  for  Medicare.  Given  the 
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growing  concern  within  the  AMA  House  of  Del- 
egates at  that  time  with  the  payment  inequities 
underlying  CPR,  the  AMA  focused  on  a resource- 
based  relative  value  scale  which  would  reflect  the 
resource  cost  of  providing  physicians'  services 
(i.e.,  physician  work,  overhead  and  professional 
liability  insurance  costs).  Citing  antitrust  consid- 
erations, HCFA  decided  not  to  contract  with  any 
medical  society  organization.  The  AMA,  however, 
did  reach  an  agreement  with  Professor  William 
Hsiao  at  Harvard  University  as  a subcontractor 
in  his  HCFA  study.  This  arrangement  allowed  for 
extensive  involvement  by  organized  medicine 
through  both  the  AMA  and  over  20  specialty 
technical  consulting  groups  whose  members  were 
nominated  through  the  AMA  by  specialty  societ- 
ies. 


In  1988,  the  AMA  began  advocating  its  posi- 
tion on  payment  reform  before  Congress,  HCFA 
and  the  White  House.  In  its  April  1989  report  to 
Congress,  the  AMA  supported  a Medicare  physi- 
cian payment  schedule  based  on  a refined  Harvard 
RBRVS  system. 

The  Medicare  physician  payment  reform  leg- 
islation was  passed  in  the  fall  of  1989  as  part  of 
OBRA  89.  This  reflected  compromise  by  physi- 
cians, patients,  congress  and  the  Administration. 
Largely  through  the  efforts  of  the  AMA,  the  bill 
accomplished  three  primary  goals:  1)  it  imple- 
mented a completed  and  refined  RBRVS  in  a 
manner  generally  consistent  with  AMA  policies; 
2)  it  excluded  mandatory  assignment;  and  3)  it  did 
not  have  a rigid  expenditure  target.  Keep  in  mind 
that  the  AMA's  support  for  a completed  RBRVS 
has  helped  stave  off  physician  DRGs  and  manda- 
tory capitation  for  nearly  10  years. 

The  AMA  continues  to  believe  that  payment 
reform  will  still  benefit  physicians  and  their  pa- 
tients. The  new  system  will  be  simpler  and  more 
univorm  than  the  current  system,  will  be  imple- 
mented through  a transition  that  minimizes  dis- 
ruptions to  physicians  and  their  patients,  and  will 
provide  needed  relief  for  rural  and  primary  care 
services. 

Dr.  John  J.  Ring,  president  of  the  AMA  at  the 
1991  interim  meetingin  Las  Vegas,  noted  that  the 
AMA,  "had  supported  these  reforms  in  a way  to 
bringfairness  and  equity  into  a system  that  we  all 
recognized  needs  these  qualities  for  the  good  of 
our  patients,  and  we  must  continue  to  fight  for  the 


principles  on  which  the  resource-based  relative 
value  system  is  based  and  against  its  misuse.  This 
is  not  a matter  of  power,  prestige  or  pocketbook  - 
- it  is  a matter  of  patient  care." 

The  AMA  has  proactively  tried  to  cooperate 
with  payment  reform  within  the  government 
system  rather  than  try  to  obstruct  it.  The  AMA  is 
doing  this  at  the  behest  of  the  physicians  whom  it 
represents. 

As  your  president,  I feel  that  the  AMA  indeed 
represents  individual  physicians  by  the  demo- 
cratic actions  of  its  House  of  Delegates.  Any 
physician  in  our  Society  can  become  active  in  the 
AMA  simply  by  contacting  the  Society  office.  It  is 
only  through  the  actions  of  our  members  and 
their  participation  - not  their  criticism  - that  we 
as  a medical  society  and  as  physicians  in  general, 
will  be  able  to  accomplish  our  goals. 


James  P.  Marvel,  Jr.,  M.D. 
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What’s  New  in  Pneumonia 


John  Reinhardt,  M.D. 


INTRODUCTION 

In  approaching  patients  with  suspected  pneumo- 
nia, it  is  important  to  be  aware  of  their  underlying 
immune  status.  In  the  immunocompetent  host, 
Streptococcus  pneumoniae  is  overwhelmingly  the 
most  common  pathogen.  However,  because  of 
increasingly  sophisticated  diagnostic  techniques, 
the  differential  diagnosis  of  agents  causing  pneu- 
monia in  the  immunocompetent  host  has  broad- 
ened considerably.  Hemophilus  influenzae,  My - 
coplasma  pneu -moniae , Legionella  pneumophila , 
and  Chlamydia  pneumoniae  are  pathogens  which 
should  be  considered  in  certain  clinical  situations. 
In  addition,  influenza  pneumonia  can  be  an  im- 
portant cause  of  morbidity  and  mortality  at  this 
time  of  year. 

It  is  also  important  to  at  least  consider  uncom- 
mon pathogens  in  the  immunocompetent  patient 
with  pneumonia  so  that,  in  the  appropriate  clini- 
cal setting,  diagnostic  serologies  and  cultures  not 
usually  ordered  can  be  obtained.  Chlamydia 
psittaci  should  be  thought  of  when  there  is  a 
history  of  exposure  to  psittacine  birds.  Coxiella 
burnetti,  the  cause  of  Q fever,  can  cause  pneumo- 
nia; there  has  been  a recent  outbreak  of  this  on  a 
southern  Delaware  farm.  Moraxella  catarrhalis 
has  been  recognized  as  a pathogen  recently,  and 

Dr.  Reinhardt  is  a member  of  the  Section  of  Infectious 
Diseases  in  the  Department  of  Medicine  at  the  Medical 
Center  of  Delaware  and  a Clinical  Assistant  Professor  of 
Medicine  at  Jefferson  Medical  College. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medi- 
cine, Medical  Center  of  Delaware  on  October  24,  1991 . 
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is  an  under-recognized  cause  of  pneumonia  in  the 
immunocompetent  host.  Staphylococcus  aureus 
can  also  cause  pneumonia,  particularly  in  pa- 
tients with  influenza.  At  the  Medical  Center  of 
Delaware  in  recent  years,  as  in  other  hospitals,  a 
cluster  of  patients  with  S.  aureus  pneumonia  is 
often  the  first  sign  of  an  outbreak  of  influenza  in 
the  community.  Gram  negative  and  anaerobic 
bacteria,  unusual  pathogens  in  the  immunocom- 
petent host,  should  be  considered  when  aspira- 
tion is  a possibility. 

In  the  immunocompromised  host,  it  is  impor- 
tant to  remember  that  the  organisms  mentioned 
previously  are  common  causes  of  pneumonia. 
However,  uncommon  organisms,  such  as 
Pneumocystis  carin ii,  Aspergillus,  cytomegalovi- 
rus, herpes  zoster  virus,  Klebsiella  pneu-moniae, 
Escherichia  coli,  and  Pseudomonas  aeruginosa 
are  all  potential  pathogens  in  the  immunocom- 
promised patient. 

It  is  nearly  impossible  to  predict  by  clinical 
presentation  what  is  the  causative  agent  in  pa- 
tients with  pneumonia.  Farref  al  examined  age, 
duration  of  symptoms,  white  blood  cell  count, 
sputum  character,  and  the  type  of  infiltrate  on 
chest  x-ray  in  patients  with  pneumonia.  In  spite 
of  sophisticated  statistical  analyses,  he  was  able 
to  predict  the  pathogen  correctly  in  only  42  per- 
cent of  patients.1 

The  following  cases,  gathered  at  the  Medical 
Center  of  Delaware  over  the  last  18  months,  are 
illustrative  of  recent  advances  in  the  diagnosis 
and  management  of  pneumonia. 
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CASE  #1 

A 67-year-old  woman  with  a history  of 
chronic  obstructive  pulmonary  disease 
and  fever  of  five  days’  duration  presented 
to  the  Emergency  Room  with  persistent 
fever,  chills,  and  increased  sputum  pro- 
duction. She  was  started  on  amoxicillin. 
Several  days  later  on  follow-up,  she  was 
symptomatically  unchanged.  Blood  cul- 
tures obtained  in  the  Emergency  Room 
were  negative.  Her  sputum  gram  stain 
revealed  multiple  polymorphonuclear 
cells  and  large  gram  negative 
coccobacillary  forms.  Chest  x-ray  (Figure 
1)  showed  a focal  infiltrate  and  a pleural 
effusion. 

Initially,  the  ER  physician  was  probably  con- 
sidering//. influenzae  as  the  cause  ofthis  patient’s 
symptoms.  The  coccobacilli  on  the  gram  stain 
were  slightly  large  for  this  and  probably  repre- 
sented Moraxella  catarrhalis,  previously  known 
as  Branhamella  catarrhalis  or  as  Neisseria 
catarrhalis  prior  to  that.  The  name  has  changed 
over  the  last  several  years  on  the  basis  of  DNA 
homology. 

There  has  been  debate  in  the  literature  as  to 
whether  Moraxella  catarrhalis  is  a true  patho- 
gen. Recent  studies,  however,  have  demonstrated 
pure  cultures  of  Moraxella  in  empyema  fluid. 
Investigators  have  also  been  able  to  simulta- 
neously isolate  Moraxella  in  sputum  and  blood 
cultures  and  have  been  able  to  show,  especially  in 
children,  that  there  is  antibody  production  to  this 
organism.  Thus,  there  is  currently  little  doubt 
that  Moraxella  catarrhalis  is  a pathogen.2 

At  the  Medical  Center  of  Delaware,  it  is 
present  in  4 percent  of  sputum  samples  submitted 
for  culture.  It  is  a cause  of  pneumonia  in  patients 
with  chronic  obstructive  lung  disease  or  chronic 
bronchitis  and  has  also  been  associated  with 
sinusitis  and  otitis.  Seventy-five  percent  of 
Moraxella  catarrhalis  are  beta-  lactamase  pro- 
ducers, which  accounts  for  this  patient’s  lack  of 
response  to  amoxicillin.  If  a gram  stain  had  been 
done  on  the  patient’s  initial  presentation  to  the 
Emergency  Room,  amoxicillin-clavulanic  acid 
(Augmentin)  or  a second-generation  cephalos- 
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Figure  1.  Chest  x-ray  from  Case  #1.  A right 
upper  lobe  infiltrate  and  a left  pleural  effusion  are 
present. 


porin,  such  as  cefuroxime  axetil  (Ceftin),  would 
have  been  the  preferred  drugs.  Trimetho-prim- 
sulfamethoxasole  (TMP-SMX)  and  the  quinolones 
have  activity  against  Moraxella,  but  the  latter  are 
quite  expensive.  Neither  erythromycin  nor 
amoxicillin  should  be  used  when  this  organism  is 
suspected. 

CASE  #2 

A 19-year-old  student  from  the  Student 
Health  Service  of  the  University  of  Dela- 
ware was  referred  for  persistent  cough, 
laryngitis,  and  fever  of  five  days’  dura- 
tion, unresponsive  to  cefuroxime  axetil 
250  mg  p.o.  BID.  She  had  recently  been 
switched  to  erythromycin  500  mg  p.o. 
QID.  Her  roommate  had  had  similar 
symptom  s.  Tin  ere  was  no  history  of  recent 
travel,  but  the  patient  had  a pet  guinea 
pigin  her  room,  which  was  in  good  health. 
Chest  x-ray  revealed  minimal  bilateral 
lower  lobe  infiltrates. 

In  this  situation,  Mycoplasma  pneumoniae 
should  be  strongly  considered;  the  physicians  at 
the  Health  Service  must  have  been  thinking  of 


Del  Med  Jrl,  January  1992,  Vol  64,  No  1 


Grand  Rounds  - Reinhardt 


this  when  they  switched  the  patient  to  erythro- 
mycin. However,  she  did  not  respond.  This  is  not 
surprising;  the  treatment  regimens  for  Myco- 
plasma are  not  very  effective;  the  organism  can  be 
cultured  from  patients  who  have  been  treated 
with  two  weeks  of  either  erythromycin  or  tetracy- 
cline. In  an  adult,  however,  tetracycline  is  in- 
creasingly being  recognized  as  the  drug  of  choice: 
in  a recent  outbreak  of  40  cases  in  a kibbutz  in 
Israel,  doxycycline  or  tetracycline  seemed  to  be 
more  effective  in  alleviating  symptoms  than  eryth- 
romycin. 

On  serologic  testing,  Chlamydia pneu-moniae 
strain  TWAR  was  ultimately  found  to  be  the  cause 
of  this  patient’s  pneumonia.  TW  are  the  initials  of 
the  first  patient  identified  as  having  this  infec- 
tion, AR  the  second  patient,  thus  the  name  TWAR. 
Initially  identified  by  investigators  at  the  Univer- 
sity of  Washington,3  4 the  infection  is  character- 
ized by  upper  respiratory  symptoms  including 
persistent  cough  and  laryngitis,  and  nonspecific 
chest  x-ray  findings.  It  is  spread  from  human  to 
human  slowly.  There  seems  to  be  no  seasonal 
periodicity. 

Studies  from  England  indicate  that  the 
seroprevalence  of  this  infection  increases  with 
age.  By  age  45,  there  is  a 65  to  70  percent 
likelihood  ofexposure  to  Chlamydiapneu-moniae. 
Repeated  infections  do  occur,  and  standard  comple- 
ment fixation  serologic  testing  may  be  mislead- 
ing. Diagnosis  can  be  made  by  specific  immun- 
ofluorescent  testing  for  the  TWAR  antigen.  Of 
note,  some  investigators  feel  that  Chlamydia 
pneumoniae  may  be  one  of  the  etiologic  agents 
that  precipitates  severe  asthma. 

Similar  to  Mycoplasma  pneumoniae , both 
tetracycline  and  erythromycin  are  moderately 
effective  in  treatment,  although  investigators  at 
the  University  ofWashington  suggest  that  tetra- 
cycline is  superior.  Erythromycin  can  increase 
theophylline  levels,  and  should  be  used  with 
caution  in  patients  taking  this  drug. 

CASE  #3 

A 76-year-old  female  nursing-home  resi- 
dent was  referred  to  a neurologist  for 
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Figure  2.  Chest  x-ray  from  Case  #2.  A right 
upper  lobe  infiltrate  is  present. 

evaluation  of  new  onset  dementia.  Dur- 
ing physical  examination,  he  noted  poor 
dentition  and  heard  crackles  at  the  left 
base.  Chest  x-ray  (Figure  2)  revealed  a 
right  upper  lobe  infiltrate.  The  patient 
was  referred  for  Infectious  Disease  con- 
sultation. 

This  clinical  picture  and  chest  x-ray  are  com- 
patible with  aspiration  pneumonia,  in  which  the 
posterior  upper  or  superior  lower  lobes  of  the  lung 
are  usually  involved.  Management  should  be 
carefully  considered.  Once  a patient  has  been  in  a 
nursinghome  or  ahospital  for  as  little  as  72  hours, 
the  respiratory  flora  changes  dramatically.  With 
the  stress  of  illness,  fibronectin  levels  in  the 
tracheobronchial  tree  decrease,  and  the  respira- 
tory epithelium  preferentially  binds  gram  nega- 
tive bacilli  rather  than  gram  positive  organisms. 
In  a patient  whose  upper  respiratory  tract  is 
colonized  with  gram  negatives,  and  in  someone 
like  this  patient  with  poor  dentition,  both  gram 
negative  bacilli  and  anaerobic  organisms  should 
be  covered  empirically.  Because  there  is  an  in- 
creasing incidence  of  beta-lactamase-producing 
anaerobes  of  the  mouth  and  oral  flora,  housestaff 


15 


Grand  Rounds  - Reinhardt 


at  the  Medical  Center  of  Delaware  often  use 
clindamycin  and  a third-generation  cephalosporin 
in  this  situation. 

There  does  seem,  however,  to  be  an  increas- 
ing incidence  of  clindamycin  resistance  in  some 
anaerobes,  particularly  those  found  in  intra- 
abdominal infections.  Currently  about  15  percent 
of  Bacteroides  spp.  isolates  from  the  Medical 
Center  of  Delaware  are  resistant  to  clindamycin. 
The  etiology  is  unclear.  At  present,  clindamycin 
can  still  be  used  in  the  treatment  of  anaerobic 
upper  respiratory  tract  infections,  but  the  situa- 
tion should  be  watched  closely. 

This  patient  was  treated  with  ticarcillin- 
clavulanic  acid,  a beta-lactamase  inhibitor.  The 
clavulanic  acid  resembles  beta-lactam  in  terms  of 
its  ring  structure,  but  has  no  intrinsic  antimicro- 
bial activity.  Beta-lactamase  produced  by  anaer- 
obes or  gram  negative  rods  is  inhibited  by  the 
clavulanic  acid,  thus  allowing  the  ticarcillin  to 
work.  This  boosts  the  efficacy  of  ticarcillin  to 
include  such  organisms  as  S.  aureus  and  H. 
influenzae.  Although  ticarcillin  has  activity  against 
Pseudomonas,  the  clavulanic  acid  does  not  in- 
crease this  activity  because  the  mechanism  of 
drug  resistance  in  Pseudomonas  spp.  is  plasmid 
rather  than  beta-lactamase  mediated. 

At  the  Medical  Center  of  Delaware,  100  per- 
centof  anaerobes  are  susceptible  to  beta-lactamase 
inhibitor  combinations.  Because  of  their  potency, 
beta-lactam  antibiotics  should  be  restricted  to 
patients  with  mixed  infections  or  with  specific 
indications  for  the  drug;5  in  patients  with  sus- 
pected pneumonia  from  common  pathogens  such 
as  S.  pneumoniae , they  should  not  be  used. 

Enterobacter  cloacae  and  Pseudomonas  are 
increasingly  common  causes  of  pneumonia  at  the 
Medical  Center  of  Delaware,  particularly  in  the 
general  surgical  and  neurosurgical  intensive  care 
units  and  step-down  areas.  This  should  be  kept  in 
mind  when  making  decisions  about  empiric 
therapy. 

This  case  demonstrates  another  important 
aspect  in  the  treatment  of  patients  with  pneumo- 
nia; clinical  symptoms  may  be  misleading  in  the 
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elderly.6  As  Sir  William  Osier  observed  in  1892, 
“in  senile  pneumonia  the  temperature  may  be 
lo w. . . F ever  i s higher  i n healthy  adults  than  in  the 
elderly.  In  old  age,  pneumonia  may  be  latent, 
coming  on  without  chill.  In  senile  pneumonia  the 
brain  symptoms  may  be  very  pronounced.  I once 
performed  an  autopsy  when  there  was  no  suspi- 
cion that  the  disease  was  other  than  acute  ma- 
nia.”7 

Although  it  is  often  said  that  gram  negative 
pneumonia  is  more  common  in  the  elderly,  some 
excellent  studies  within  the  last  year  have  shown 
that  pathogens  in  healthy  elderly  individuals  are 
the  same  as  in  young  adults8.  A patient’s  debility 
rather  than  age  determines  whether  or  not  gram 
negative  rods  are  likely  pathogens. 

CASE  #4 

A68-year-old  Caucasian  male  was  admit- 
ted for  fever,  chills,  and  dyspnea.  There 
was  no  history  of  immune  deficiency, 
immunosuppression,  or  malignancy. 
Chest  x-ray  revealed  bilateral  interstitial 
infiltrates,  and  the  pO.,  was  40  mmHg  on 
room  air.  The  patient  remained  febrile 
and  hypoxic  despite  four  weeks  of  antibi- 
otic therapy,  including  treatment  with 
erythromycin  and  cefotaxime.  CT  scan  of 
the  chest  confirmed  the  interstitial  infil- 
trates. Sputum  gram  stain  and  culture 
revealed  only  normal  flora. 

Because  of  lack  of  response  to  broad- 
spectrum  antibacterial  coverage,  a viral 
process  or  Legionella  pneumophila  were 
considered  likely  pathogens.  However, 
the  time  course  was  felt  to  be  too  long  for 
a viral  process,  and  failure  to  improve  on 
erythromycin  spoke  against  Legionel-la 
pneumophila  as  a cause.  Ultimately,  the 
patient  was  found  to  have  Pneumo-cystis 
carinii  (PCP)  on  open  lungbiopsy  (Figure 
3),  in  spite  of  the  fact  that  he  had  no 
predisposing  risk  factors. 

Reports  are  also  appearing  in  the  literature  of 
PCP  in  patients  without  known  immunosuppres- 
sive illness.  In  a recent  New  England  Journal  of 
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Figure  3.  Methenamine  silver  stain  of  an  open 
lung  biopsy  specimen  revealing  Pneumocystis 
carinii. 


Medicine  article,  a cluster  of  such  patients  were 
investigated  very  carefully  and  were  found  to  be 
free  of  malignancy  or  of  HIV  infection9.  HI VI, 
HIV2,  and  HTLV2  testing  was  negative,  and  the 
CD4  counts  were  greater  than  350/cu  mm.  in  all 
patients.  This  is  of  significance  since  opportunis- 
tic infections  such  as  PCP  are  not  usually  seen  in 
HIV+  patients  until  their  CD4  counts  are  less 
than  200/cu  mm.  In  the  NE JM  article,  all  but  one 
of  the  patients  described  responded  to  TMP-SMX. 
The  patient  in  case  #4  has  now  been  observed  for 
eight  months,  and  no  underlying  immunosup- 
pressive state  has  evolved. 

Even  though  corticosteroid  use  can  predis- 
pose a non-HIV+  patient  to  PCP,  recent  studies 
have  suggested  that  there  is  a role  for  corticoste- 
roids in  the  treatment  of  PCP.  Although  this  may 
at  first  seem  contradictory,  in  patients  with  PCP 
and  hypoxia,  mortality  is  decreased  if  corticoste- 
roids are  used  early  in  the  course  of  the  illness.1011 
Limper  et  al  have  demonstrated  one  reason  for 
this:  using  bronchoalveolar  lavage  to  score  the 
severity  of  lung  inflammation  in  patients  with 
PCP,  he  found  that  the  degree  of  inflammation 
rather  than  the  parasite  load  correlated  with 
mortality.12  Corticosteroids  presumably  decrease 
the  inflammatory  response  and,  by  this  mecha- 
nism, may  decrease  mortality. 


CASE  #5 

A 35-year-old  man  with  HIV  infection  for 
two  years  was  admitted  with  fever,  sweats, 
and  chills  of  several  weeks  duration.  He 
had  a previous  history  of  PCP  and  had 
been  maintained  on  inhaled  pentamidine 
prophylaxi  s.  He  had  recently  been  started 
on  prednisone  40  mg  p.o.  by  a local  physi- 
cian because  of  increasing  weight  loss. 
Previous  blood  cultures  were  negative  for 
Mycobacterium  avium,  a common  oppor- 
tunistic infection  in  patients  with  AIDS, 
or  other  organisms.  Chest  x-ray  (Figure 
4a)  revealed  a round  density  in  the  right 
lower  lung  field,  confirmed  by  computer- 
ized tomography  (Figure  4b).  This  pa- 
tient died  a week  after  admission,  and,  on 
post-mortem  examination,  aspergillus 
was  identified  in  the  lung  (Figure  4c). 

Even  though  AIDS  patients  have  a defect  in 
cell  mediated  immunity  because  of  their  depletion 
of  helper  T cells,  Aspergillus  is  an  uncommon 
pathogen  in  HIV+  patients.  The  reason  for  this  is 
unclear.  Several  investigators,  however,  have 
recently  reported  an  increasing  incidence  of  As- 
pergillus  infection  in  AIDS  patients13.  Risk  fac- 
tors include  corticosteroid  use,  neutropenia,  and 
pneumonia  due  to  other  pathogens.  The  use  of 
marijuana  has  clearly  been  associated  with  As- 
pergillus infection,  both  in  HIV+  patients  and  in 
patients  with  transplanted  organs. 

Two  patterns  of  involvement  have  been  de- 
scribed: invasive  and  obstructive.  Cavitation  has 
also  been  reported.  Although  these  patients  are 
usually  treated  with  massive  doses  of  amphoteri- 
cin, the  effectiveness  of  this  treatment  is  ques- 
tionable, perhaps  because  the  diagnosis  is  usually 
made  late  in  the  course  of  the  illness. 

CASE  #6 

A60-year-old  Caucasian  male  was  admit- 
ted to  the  hospital  with  fever,  chills,  and 
increasing  sputum  production.  Six  days 
previously,  he  had  been  evaluated  at  the 
Wilmington  Hospital  ERfor  similar  symp- 
toms andhad  been  placed  on  ciprofloxacin 
(Cipro)  500  mg  p.o.  BID  for  empiric 
therapy  of  community-acquired  pneumo- 
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Figure  4a.  X-ray  of  the  chest  from  Case  #5.  See  text. 


Figure  4b.  Computerized  tomography  of  the  chest  from  Case  #5.  See  text. 


nia.  The  patient  noticed  no  significant 
improvement  on  this  regimen,  although 
he  did  report  nausea  and  vomiting,  which 
he  attributed  to  the  ciprofloxacin.  Chest 
x-ray  showed  a persistent  right  lower 
lobe  infiltrate,  and  gram  stain  revealed 
many  gram  positive  lancet  shaped  diplo- 
cocci. 


The  reason  for  the  patient’s  lack  of  response 
to  ciprofloxacin  is  becoming  increasingly  clear:  it 
does  not  have  good  in  vivo  activity  against  gram 
positive  cocci.  There  have  been  increasing  reports 
of  patients  with  pneumococcal  pneumonia  who 
failed  to  respond  to  ciprofloxacin  and  of  pneumo- 
coccal bacteremia  in  patients  with  pneumococcal 
pneumonia  on  ciprofloxacin  therapy.14 
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Figure  4c.  Aspergillus  in  a lung  specimen. 


In  the  United  States,  S.  pneumoniae  remains 
susceptible  to  penicillin,  which  is  the  drug  of 
choice  for  this  infection.  Resistance  has  been 
reported  in  South  Africa  and  Spain.  Although 
there  have  been  increasing  Minimal  Inhibitory 
Concentrations  (MIC)  for  S.  pneumoniae  at  the 
Medical  Center  of  Delaware,  true  resistance  has 
not  emerged. 

Quinolones  are  nalidixic  acid  derivatives  with 
a broad  spectrum  of  antimicrobial  activity.  Nali- 
dixic acid  was  previously  used  to  treat  urinary 
tract  infections,  but  organisms  quickly  developed 
resistance  to  this  drug.  With  quinolones  the  addi- 
tion of  a fluorine  ring  to  the  nalidixic  acid  struc- 
ture (Figure  5)  promotes  stability  and  protects 
against  the  development  of  resistance.  Although 
unusual,  there  have  been  reports  from  the  Medi- 
cal Center  and  other  institutions  of  S.  aureus  and 
Pseudomonas  aeruginosa  resistant  to  quinolones. 

Ciprofloxacin  has  excellent  activity  against 
gram  negative  bacilli,  including  Pseudomonas 
spp.  and  H.  influenzae,  and  against  S.  aureus .5  It 
also  has  in  vitro  activity  against  Legionella  and 
Mycoplasma.  Ofloxacin  has  been  approved  by  the 
FDA  for  the  treatment  of  Mycoplasma.  Prelimi- 
nary studies  suggest  that  one  of  the  newer 
quinolones,  sparfloxacin,  may  actually  replace 
erythromycin  as  the  drug  of  choice  against 


Figure  5.  Chemical  structures  of  nalidixic  acic 
and  quinolones. 


Legionella.  Ciprofloxacin  is  useful  in  the  treat- 
ment of  Pseudomonas  infections  in  patients  with 
cystic  fibrosis.  Resistance  can  be  a problem,  and 
for  this  reason,  the  drug  should  be  cycled  with 
other  anti  -Pseudomonas  antibiotics.  Because  of 
the  problem  with  resistance,  quinolones  should 
not  be  used  empirically,  but  rather  in  situations 
where  cultures  reveal  gram  negative  pathogens 
sensitive  to  the  drug.  It  is  important  to  remember 
that  ciprofloxacin,  like  erythromycin,  can  increase 
theophylline  levels.  It  should  not  be  taken  with 
magnesium-containing  antacids,  which  interfere 
with  its  oral  absorption. 

Macrolide  antibiotics  are  also  important  drugs 
in  the  treatment  of  pneumonia.  Because  of  its 
activity  against  S.  pneumoniae,  Legionella,  My- 
coplasma, and  Chlamydia,  erythromycin  has  been 
a mainstay  of  empiric  antibiotic  therapy  in  the 
treatment  of  community-acquired  pneumonia.  It 
now  appears  that  the  drug  may  also  have  some 
anti-inflammatory  activity  in  the  bronchial  tree. 
Two  new  macrolides,  clarithromycin  and 
roxithromycin,  are  under  investigation  at  the 
present  time.  These  are  both  derived  from  eryth- 
romycin but  yield  more  consistent  serum  levels 
after  administration.  Because  of  long  half-lives, 
these  new  agents  can  be  given  on  a BID  dosage 
regimen.15 
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PREVENTION  OF  PNEUMONIA 

Mortality  rates  from  pneumonia  have  remained 
high  over  the  last  25  years,  ranging  from  6 per- 
cent to  33  percent.  Although  mortality  increases 
with  age,  the  strongest  predictor  of  mortality 
appears  to  be  the  presence  of  bacteremia.16 
Intercurrent  illness,  such  as  diabetes  or  athero- 
sclerotic coronary  vascular  disease,  is  also  associ- 
ated with  increased  mortality. 

Aside  from  PCP,  which  can  be  prevented  to 
some  extent  by  prophylactic  therapy  with  TMP- 
SMX,  dapsone,  or  pentamidine,  there  is  no  estab- 
lished antimicrobial  therapy  which  can  be  used  as 
preventive  therapy  for  pneumonia.  Prevention 
must  center  around  the  use  of  vaccines.  Pneumo- 
coccal and  influenza  vaccineshave  definitely  been 
shown  to  be  effective  as  prophylactic  agents  and 
are  underutilized  for  this  purpose.  Less  than  1 
percent  of  patients  at  risk  are  appropriately  vac- 
cinated. As  part  of  a CDC  trial,  in  the  state  of 
Delaware  influenza  and  pneumococcal  vaccines 
have  been  free  to  persons  over  60  or  to  patients 
with  underlying  illnesses  such  as  asthma,  diabe- 
tes, or  severe  heart  disease.  Because  of  this  pro- 
gram, influenza  vaccine  utilization  has  increased 
by  245  percent  in  the  past  year.  One  of  the  most 
effective  ways  to  accomplish  vaccination  is  to 
immunize  patients  at  the  time  of  discharge17 
during  the  appropriate  time  period,  which  for 
influenza  is  from  September  to  November. 

The  current  pneumococcal  vaccine  protects 
against  infection  from  23  different  serotypes  of  S. 
pneumoniae.  It  appears  to  be  90  percent  effective, 
although  this  figure  may  be  lower,  particularly  in 
elderly  patients.  It  can  be  given  as  a single  intra- 
muscular dose  and  can  be  administered  simulta- 
neously with  the  influenza  vaccine.  Re  vaccination 
should  be  considered  every  six  years,  particularly 
for  patients  with  multiple  myeloma  or  splen- 
ectomy, or  for  patients  who  have  received  the 
earlier  14  serotype  vaccine. 

QUESTIONS 

A physician:  Do  you  recommend  treating  AIDS 
patients  with  weight  loss  with  40  mg  of  prednisone 
as  in  patient  #5? 
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Dr.  Reinhardt:  No,  I do  not.  Megace,  however,  is 
being  used  with  some  success  for  weight  loss  in 
AIDS  patients. 

A physician:  If  someone  is  edentulous,  would 
you  still  cover  for  anaerobes? 

Dr.  Reinhardt:  I n an  edentulous  patient  there  is 
no  need  to  worry  about  anaerobes  as  the  source  of 
an  aspiration  pneumonia  or  cavitary  lung  lesion. 
In  fact,  in  an  edentulous  patient,  an  underlying 
malignancy  should  be  considered. 

A physician:  Is  it  necessary  to  treat  the  patient 
who  had  PCP  but  had  no  sign  of  immuno-compro- 
mise  with  prophylactic  therapy  for  recurrent  PCP? 

Dr.  Reinhardt:  We  have  maintained  this  pa- 
tient on  prophylactic  therapy  with  TMP-SMX, 
although  there  are  no  studies  looking  at  this 
question. 

REFERENCES 

1.  Fan-  BM,  Kaiser  DL,  Garrison  BDW  et  al.  Prediction  of 
microbial  etiology  at  admission  to  hospital  for  pneumo- 
nia from  the  presenting  clinical  features.  Thorax 
1989;44:1031-5. 

2.  Yuen  KY,  Seto  WH,  Ong  SG.  The  significance  of 
Branhamella  catarrhalis  in  bronchopulmonary  infec- 
tion: a case-controlling  study.  J Infect  1989;19:251-6. 

3.  Grayston  JT,  Campbell  LA,  Kuo  CC,  et  al.  A new  respi- 
ratory tract  pathogen:  Chlamydia  pneumonia  strain 
TWAR.  J Infec  Dis  1990;161:618-25. 

4.  Campbell  LA,  Kuo  CC,  Grayston  JT.  Structural  and 
antigenic  analysis  of  Chlamydia  pneumoniae.  Infect 
Immun  1990;58:93-7. 

5.  Nolan  PE,  Bass  JB.  New  drugs  for  treating  lung  infec- 
tion. Chest  1988;94:1076-79. 

6 Verghese  A,  Berk  SL.  Bacterial  pneumonia  in  the  eld- 
erly. Medicine  1983;62:271-85. 

7.  Osier  W.  Principles  and  Practice  of  Medicine.  New 
York:Appleton,  1892. 

8.  Venkatesan  P,  Gladman  J,  Macfarlane  JT  et  al.  A hospi- 
tal study  of  community  acquired  pneumonia  in  the  eld- 
erly. Thorax  1990;45:254-8. 

9.  Jacobs  JL,  Libby  DM,  Winters  DA  et  al.  A cluster  of 
Pneumocystis  carinii  pneumonia  in  adults  without  pre- 
disposing illnesses.  jV  Eng  J Med  1991;324:246-50. 


Del  Med  Jrl,  January  1992,  Vol  64,  No  1 


Grand  Rounds  - Reinhardt 


10.  Bozzette  SA,  Saltier  FR,  Chiu  J et  al.  A controlled  trial 
of  early  adjunctive  treatment  with  corticosteroids  for 
Pneumocystis  cannii  pneumonia  in  the  acquired  immu- 
nodeficiency syndrome.  N Engl  J Med  1990;323:1451-7. 

11.  Gagnon  S,  Boota  AM,  Fischl  MA  et  al.  Corticosteroids  as 
adjunctive  therapy  for  severe  Pneumocystis  carinii  pneu- 
monia in  the  acquired  immunodeficiency  syndrome.  N 
Eng  J Med  1990;323:1444-50. 

12.  Limper  AH,  Offord  KP,  Smith  TF  et  al  Pneumocystis 
carinii  pneumonia:  differences  in  lung  parasite  number 
and  inflammation  in  patients  with  and  without  AIDS. 
Am  Rev  Resp  Dis  1989;140:1204-9. 

13.  Denning  DW,FollansbeeSE,Scolano  Metal.  Pulmonary 
Aspergillosis  in  the  acquired  immunodeficiency  syn- 
drome. N Eng  J Med  1991;324:654-62. 


14.  Cooper  B,  Lawlor  M.  Pneumococcal  bacteremia  during 
ciprofloxacin  therapy  for  pneumococcal  pneumonia.  Am 
J Med  1989;87:475. 

15.  Poirier  R.  Comparative  study  of  clarithromycin  and 
roxithromycin  in  the  treatment  of  community-acquired 
pneumonia.  J Antimicrob  Chemother  Suppl  A 1991;109- 

16. 

16.  Farr  BM,  Sloman  AJ,  Fisch  MJ  et  al.  Predicting  death  in 
patients  hospitalized  for  community-  acquired  pneumo- 
nia. Ann  Intern  Med  1991;115:428-36. 

17.  Fedson  DS,  Harward  MP,  Reid RA  et  al.  Hospital-based 
pneumococcal  immunization:  epidemiological  rationale 
from  the  Shenandoah  study.  JAMA  1991;264:1117-22. 


WE'LL  HELP  YOU 
PAY  OFF  $20,000  OF  YOUR 
MEDICAL  SCHOOL  LOANS. 


If  you're  certified  in  one  of  the  following 
specialties: 

■ anesthesiology  ■ general  surgery  ■ thoracic 
surgery  ■ orthopedic  surgery  ■ neurosurgery 

■ emergency  medicine 

you  could  take  part  in  the  Army  Reserve’s  Health 
Professionals’  Loan  Repayment  Program  that  pays 
as  much  as  $20,000  in  medical  school  loans. 

As  a member  of  the  Army  Reserve,  you  could 
be  serving  your  country  near  home  at  times 
convenient  to  you.  You’ll  also  enjoy  all  the  prestige  and  privileges  that  accompany  being  an  officer. 

To  find  out  more  about  the  Health  Professionals’  Loan  Repayment  Program  and  all  the  other  advantages 
of  the  Army  Reserve,  contact  one  of  our  experienced  Army  Reserve  Medical  Counselors.  I hey  can  arrange 
for  you  to  talk  to  an  Army  Reserve  physician  and  visit  a Reserve  Center  or  medical  facility. 

Call  collect:  609-667-8190/8198 

Or  write:  Major  Mary  P.  Sherman,  USAR  Medical  Personnel  Counselor, 

Cherry  Hill,  NJ  08002-4301 


BE  ALL  YOU  CAN  BE. 

ARMY  RESERVE 


Del  Med  Jrl,  January  1992,  Vol  64,  No  1 


21 


Excellence 

in 

N euroradiology 

Christiana  Imaging  Center  specializes  in  neuroradi- 
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Toy-Smoot  Laparoscopic  Hernioplasty 

Frederick  K.  Toy,  M.D.,  F.A.C.S.,  F.C.C.M. 

Roy  T.  Smoot,  Jr.,  M.D.,  F.A.C.S. 


Summary 

The  Toy-Smoot  laparoscopic  hernioplasty  was 
performed  in  10  patients  with  excellent  short- 
term results.  This  laparoscopic  hernioplasty  uti- 
lizes the  principles  of  high  ligation  of  the  sac,  a 
tension-free  repair,  and  the  advantages  of  an 
expanded  PTFE  patch  over  other  prosthetic  patch 
materials  without  groin  dissection.  Tine  Toy-Smoot 
laparoscopic  hernioplasty  is  a safe  and  effective 
repair  of  both  direct  and  indirect  inguinal  her- 
nias. The  patients  experience  only  minimal  pain 
and  return  to  full  activity  by  the  second  postop- 
erative day. 

Introduction 

The  incidence  of  hernia  in  the  United  States 
exceeds  50  cases  per  1,000  population.1  Hernia 
repair  is  the  second  most  common  operation  per- 
formed, with  over  500,000  cases  per  year  since 
1974. 2 This  constitutes  a staggering  cost  to  our 
economy,  mostly  from  the  10- 15  million  work-loss 
days  per  year.1 

Over  the  past  century,  most  hernia  repairs 
have  been  accomplished  with  an  extraperitoneal 
approach  and  suture  repair  of  the  inguinal  canal 
floor  under  tension. 


Surgical  Laparoscopy  and  Endoscopy , "Toy-Smoot 
Laparoscopic  Hernioplasty";  Toy  FK,  Smoot  RT  Jr.;  1 ;3: 1 51- 
155.  Reproduced  with  permission. 

Drs.  Toy  and  Smoot  are  associated  with  Nanticoke  Surgical 
Associates,  Seaford,  Delaware.  Dr.  Toy  is  a member  of  the 
Board  of  Trustees,  Medical  Society  of  Delaware. 
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During  the  past  few  years,  several  “tension- 
free”  repairs  with  the  use  of  prosthetic  patches 
have  been  introduced,  resulting  in  lower  recur- 
rence rates. 

With  the  explosion  of  laparoscopic  surgery, 
efforts  have  been  directed  at  combining  a 
laparoscopic  approach  and  prosthetic  repair  with 
hopes  of  achieving  low  recurrence  rates  and  a 
rapid  return  to  normal  and  full  activity.  The 
authors  describe  a laparoscopic  hernioplasty  with 
high  ligation  of  the  sac  and  the  use  of  expanded 
polytetrafluoroethylene  (PTFE)  soft-tissue  patch 
fixed  in  place  with  a custom-designed  endoscopic 
stapler. 

Methods  and  Materials 

Following  the  development  (in  February  1991)  of 
the  N anticoke  Endoscopic-Hernia  Stapler  (N anti- 
coke Surgical  Instruments,  Inc.,  Seaford,  DE, 
U.S.A.),  10  patients  underwent  laparoscopic 
hernioplasty  using  this  device  (Figure  1).  Seven 
patients  were  male  and  one  underwent  simulta- 
neous repair  of  bilateral  indirect  inguinal  her- 
nias. The  age  range  was  21  to  73  years  (mean  of 
45.7  years).  None  of  these  patients  had  undergone 
previous  surgery  for  inguinal  hernia. 

The  procedure  was  performed  under  general 
anesthesia  with  mechanical  ventilation.  A uri- 
nary catheter  was  used  in  all  cases  to  decompress 
the  bladder.  The  patient  was  placed  supine  and  in 
the  Trendelenburg  position.  An  11  mm  incision 
was  made  in  the  superior  folds  of  the  navel  and  a 
Veress  needle  inserted  into  the  peritoneal  cavity 
to  establish  the  pneumo-peritoneum.  An  11  mm 
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Figure  1.  Nanticoke  Endoscopic  Hernia  Stapler 


laparoscopic  trocar  and  cannula  was  then  in- 
serted into  the  abdominal  cavity  through  which 
a forward  viewing  (0°)  laparoscope  was  intro- 
duced. The  abdominal  cavity  was  explored  and 
the  hernia  defects  identified.  Two  additional  11 
mm  trocars  and  cannulas  were  then  inserted  into 
the  abdomen  under  direct  vision.  These  were 
placed  at  the  level  of  the  umbilicus  (or  slightly 
higher)  and  along  the  anterior  axillary  lines 
(Figure  2).  If  an  indirect  hernia  was  identified, 
the  sac  was  grasped  with  a modified  Allis  clamp 
(Nanticoke  Endo-Allis  Clamp.  Cabot  Medical, 
Inc.,  Langhorne,  PA,  U.S.A.)  and  everted  into  the 
peritoneal  cavity  (Figure  3).  The  hernia  sac  was 
then  opened  and  the  cord  structures  identified. 
High  ligation  of  the  sac  was  then  accomplished 
with  a pretied  laparoscopic  suture  (Endo-Loop, 
Ethicon,  Inc.,  Sommerville,  NJ,  U.S.A.)  or  a 
laparoscopic  stapling  device  (Endo-GIA,  United 
States  Surgical  Corporation,  Norwalk,  CT. 
U.S.A.).  The  redundent  sac  was  transected  and 
removed  through  one  of  the  laparoscopic 
cannulas.  If  it  was  a direct  hernia,  this  step  was 
not  performed  unless  the  defect  was  associated 
with  a large  pseudosac. 


mance  of  a Toy-Smoot  laparoscopic  hernioplasty.  All  three 
ports  are  11  mm.  The  laparoscope  is  introduced  through  the 
umbilicus  and  the  lateral  ports  accommodate  the  Endoscopic 
Stapler  and  Endo-patch  Spreader 

An  expanded  PTFE  soft  tissue  patch,  1 mm 
thick,  5 x 10  cm  (W.L.  Gore  and  Associates,  Inc., 
Flagstaff,  A Z,  U.S.A.)  was  tailored  to  the  correct 
size  and  shape,  depending  on  the  hernia  defect. 
This  averaged  5x7  cm  with  the  corners  cut  to  a 
gentle  curve.  It  was  important  to  keep  the  patch 
larger  than  the  defect  so  that  increases  in  the 
intraabdominal  pressure  acted  to  secure  the  patch. 
The  patch  was  then  attached  to  the  Nanticoke 
Endo-patch  Spreader  (Cabot  Medical)  with  3-0 


Figure  3.  Nanticoke  Endo-Allis  Clamp 
used  to  grasp  the  sac  via  the  ipsilateral 
1 1 mm  port 
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Figure  4.  Nanticoke  Endo-patch 
Spreader.  The  Endo-Patch  Spreader  will 
accommodate  any  patch  or  mesh  mate- 
rial, including  Interceed. 


nylon  sutures  at  each  corner  (Figure  4).  This 
gTeatly  facilitated  introduction  of  the  patch  into 
the  peritoneal  cavity  and  the  spreading  and  posi- 
tioning of  the  patch  over  the  hernia  defect.  The 
Endo-patch  Spreader  was  inserted  through  the 
contralateral  11mm  port.  Through  the  ipsilateral 
11  mm  port,  the  Nanticoke  Endoscopic-stapler 
was  inserted  and  several  staples  placed,  securing 
the  Gore-tex  patch  over  the  defect.  The  nylon 
sutures  attaching  the  patch  to  the  spreader  were 
then  cut,  and  the  Endo-patch  Spreader  removed. 
With  the  Gore-tex  patch  now  in  position,  addi- 
tional staples  were  placed  around  the  patch.  The 
area  of  repair  was  then  irrigated  and  the  security 
of  the  patch  verified.  The  insufflation  was  re- 
leasedandtheports removed.  The  skin  wasclosed 
with  4-0  vicryl  subcuticular  sutures;  the  fascia 
was  not  closed. 

Results 

Laparoscopic  hernioplasty  was  successfully  per- 
formed in  10  patients.  A total  of  1 1 hernioplasties 
were  done  as  1 patient  was  discovered  to  have 
bilateral  indirect  hernia  defects.  There  were  no 
apparent  perioperative  complications  such  as  in- 
fection, early  repair  failure,  migration  of  the 
prosthetic  patch,  etc.  Nine  of  the  hernias  were 
indirect  and  two  were  direct.  The  length  of  the 
operative  procedure  ranged  from  70  to  129  min 
(mean  of  90.8  min).  In  one  patient  (105  min),  the 
hernioplasty  was  done  at  the  same  time  as  a 
diagnostic  laparoscopy  and  liver  biopsy.  The  long- 
est procedure  (129  min)  was  in  the  individual 
undergoing  bilateral  hernia  repair.  All  of  the 
procedures  were  done  as  outpatients.  Postopera- 
tive pain  and  discomfort  was  reported  by  all  of  the 
patients  as  minimal.  Normal  activity,  including 
heavy  manual  labor,  was  resumed  on  the  second 
postoperative  day.  At  a maximum  follow-up  of  six 
months  (range  of  three  to  six  months),  no  recur- 
rences were  noted. 
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Discussion 

In  1869,  Henry  Marcy  of  Massachusetts  per- 
formed an  operation  that  he  described  as  closure 
of  the  internal  ring  with  carbolized  catgut  su- 
ture.3 He  published  this  report  in  1871,  where  he 
described  the  anatomy  of  the  internal  ring,  high 
ligation  of  the  sac,  and  the  anatomical  importance 
of  the  obliquity  of  the  canal  and  the  transversalis 
fascia.4-6  In  1884, 15  years  later,  Edoardo  Bassini 
of  the  Padua  Clinic  in  Italy  used  the  principles  set 
down  by  Marcy  and  became  the  first  to  transplant 
the  spermatic  cord  and  repair  the  inguinal  canal 
floor.  In  1888,  Bassini  reported  his  results  in  262 
hernia  repairs  with  a recurrence  rate  of  well 
under  lOpercent  and  only  1 mortality.7'8  This 
shocked  the  surgical  world,  since  the  mortality 
averaged  6-7percent  and  recurrence  rates  were 
at  least  40-50  percent  within  a year. 

These  two  surgeons  established  the  prin- 
ciples of  modern-day  herniorrhaphy,  which  in- 
clude high  ligation  of  the  sac  and  repair  of  the 
transversalis  fascia.  However,  this  approach  to 
herniorrhaphy  violates  a cardinal  surgical  prin- 
ciple of  wound  healing  — the  inguinal  floor  recon- 
struction is  under  tension.  With  this  background 
in  mind,  we  felt  it  important  for  high  ligation  of 
the  sac.  This  is  easily  accomplished  by  simply 
grasping  the  sac  and  everting  it.  The  sac  is  opened 
and  the  spermatic  cord  structures  are  dissected 
free,  and  the  sac  is  ligated  with  an  Endo-loop  or 
Endo-GIA.  This  also  prevents  the  theoretical 
complication  of  hydrocele  formation  if  the  sac  is 
closed  and  left  intact. 

For  almost  100  years,  there  has  been  a search 
for  a suitable  musculofascial  tissue  replacement. 
With  the  development  of  a synthetic  prosthesis,  a 
tension-free  approximation  of  the  abdominal 
musculofascial  tissues  could  be  obtained. 
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In  1896,  a silver  mesh  filigree  prosthesis  was 
employed  by  Witzel  in  Germany.9  This  was  also 
used  in  the  United  States  in  1903. 10  This  was 
replaced  in  1940  by  an  inert  metal,  tantalum.” 
These  metals  had  a tendency  to  corrode,  frag- 
ment, and  eventually  developed  serious  compli- 
cations of  small  bowel  fistula,  ulceration,  and 
erosion  of  metal  fragments.1245 

There  are  two  widely  used  prosthetic  patch 
materials  today:  polypropylene  and  expanded 
PTFE.  In  1963,  Usher16  introduced  polypropylene 
(Marlex,  C.R.  Bard,  Inc.,  Murray  Hill,  NJ,  U.S.A. ; 
Prolene,  Ethicon  Inc.,  Summerville,  NJ,  U.S.A.). 
In  1976,  expanded  PTFE  patch  (Gore-tex  soft 
tissue  patch,  W.L.  Gore  and  Associates,  Inc.)  was 
developed.17 

Over  the  past  decade,  there  has  been  a volumi- 
nous amount  of  experimental  data  and  clinical 
experience  utilizing  and  comparing  the  polypro- 
pylene meshes  and  expanded  PTFE.18  The  litera- 
ture is  replete  with  reports  of  polypropylene 
complications,  such  as  wound  sepsis,19  erosion 
into  intraabdominal  organs,20  bowel  fistula,1921-22 
and  mesh  extrusion.22 The  physicochemical  proper- 
ties of  the  PTFE  polymer  elicit  a negligible  tissue 
reaction  within  the  abdominal  cavity.  In  the 
expanded  form,  the  material  is  a microporous 
sheet  of  solid  nodes  connected  by  fine  fibrils.  This 
architecture  allows  fibroblasts  to  infiltrate  the 
void  spaces  of  the  material  and  synthesize  colla- 
gen within  the  interstices.  This  makes  the  ex- 
panded PTFE  a soft  and  flexible  material  that 
supportsfibrous  tissue  incorporation.23  Clinically, 
the  expanded  PTFE  has  several  other  advantages 
over  polypropylene  mesh:  (a)  low  foreign  body 
reaction,24,25  (b)  low  infectability, 26-28  and  (c)  low 
rate  of  adhesion  formation.25-27  '29 

Inl982,Ge  r 30  r e por  te  d th  e m a n age  m e n t of  1 3 
various  abdominal  wall  hernias  through  atransab- 
dominal  approach.  He  used  Michel  clips  to  close 
the  peritoneal  opening  of  the  sac  with  no  dissec- 
tion, ligation,  or  reduction  of  the  hernia  sac. 
Interesti  ugly,  the  last  patient  of  the  report  had  an 
inguinal  hernia  closed  laparoscopically.  The  sta- 
pler was  introduced  through  a second  laparoscopic 
cannula.  There  was  no  recurrence  three  years 
later. 
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In  1989,  Lichtenstein31  proposed  the  primary 
use  of  a prosthetic  material  for  repair  of  the 
transversalis  in  a “tension-free”  manner. 
Lichtenstein  has  reported  a large  series  with 
follow-up  of  one  to  five  years  with  no  infections  or 
recurrences. 

Leonard  Schultz  of  Minneapolis,  Minnesota, 
has  described  incising  the  peritoneal  sac  and 
exposing  the  internal  ring.  Polypropylene  mesh  is 
inserted  in  the  canal  and  the  peritoneal  opening 
closed  with  staples.31 

Harry  Reich  of  Kingston,  Pennsylvania,  de- 
scribed simply  inserting  a polypropylene  mesh 
into  the  inguinal  sac  and  closing  the  opening  with 
sutures.31 

John  Corbitt  of  West  Palm  Beach,  Florida, 
described  everting  the  hernia  sac.  openingthe  sac 
at  the  apex,  inserting  a polypropylene  mesh  plug, 
and  then  a 2-inch  square  mesh  placed  over  the 
internal  ring  and  the  peritoneum  closed  over  it 
with  the  Endo-GIA.32 

We  had  several  concerns  with  these  ap- 
proachestolaparoscopicherniorrhaphy.  The  mesh 
plug  in  the  inguinal  canal  would  elicit  a marked 
inflammatory  reaction  and  become  a mass  of 
dense  scar  tissue.  This  will  form  a hard,  uncom- 
fortable mass  in  the  inguinal  canal,  which  could 
migrate  into  the  scrotum  and  possibly  erode 
through  the  skin. 

Using  the  polypropylene  mesh  to  cover  the 
internal  ring  requires  coverage  with  peritoneum. 
We  attempted  this  several  times  and  found  the 
peritoneal  coverage  difficult,  with  multiple  rents 
i n the  cl  osure.  Without  perfect  coverage,  we  feared 
adhesionsto  thebowel,  resultingin  obstruction  or 
fistula  formation. 

After  reviewing  all  of  the  data  and  based  on 
our  own  clinical  experience,  we  felt  that  Gore-tex 
soft  tissue  patch  was  the  prosthetic  material  of 
choice  for  the  “tension-free”  repair  of  the 
transversalis  fascia  in  the  intraperitoneal  posi- 
tion. This  allows  the  repair  of  both  direct  and 
indirect  inguinal  hernias,  and  no  peritoneal  cov- 
erage is  necessary. 
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Two  other  difficulties  had  to  be  surmounted 
to  make  this  procedure  quick,  easy,  and  reproduc- 
ible. First,  the  Gore-tex  soft  tissue  patch  was 
rolled  up  and  passed  down  an  11  mm  port.  This 
required  unrolling  the  patch  and  positioning  it 
over  the  hernia  defect,  which  was  cumbersome. 
This  portion  of  the  procedure  was  greatly  simpli- 
fied with  the  development  of  the  Nanticoke  Endo- 
patch  Spreader.  This  acts  as  a carrier  for  the 
prosthetic  patch.  When  opened  intra-abdominally, 
it  spreads  the  patch  out  to  its  original  shape  and 
allows  easy  positioning  and  stabilization  of  the 
patch  while  the  initial  staples  are  placed. 

This  brings  us  to  the  second  hurdle.  We  felt 
that  an  endoscopic  stapler  similar  to  a skin  sta- 
pler would  be  ideal . Since  there  was  no  endoscopic 
stapler  commercially  available,  we  designed  and 
developed  our  own.  The  Nanticoke  Endo-hernia 
Stapler  has  greatly  facilitated  fixation  of  the 
Gore-tex  soft  tissue  patch  over  the  hernia  defect. 
The  Nanticoke  Endoscopic-hernia  Stapler  fires  a 
staple  similar  to  a skin  staple  and  provides  sturdy, 
reproducible  fixation  of  the  patch.  In  addition,  the 
patch  is  tailored  to  a size  larger  than  the  hernia 
defect.  The  physics  of  this  is  such  that  when  intra- 
abdominal pressure  increases  or  the  bowel  pushes 
against  the  patch,  the  forces  are  distributed  over 
the  entire  patch.  This  tends  to  further  secure  the 
patch  in  position,  as  in  the  properitoneal  pros- 
thetic inguinal  hernioplasty.33 

A multi-fire,  disposable  Endo-hernia  Stapler 
was  discussed  with  Lee  Cohen  (personal 
communication,  1991)  of  U.S.  Surgical  Corpora- 
tion, Norwalk,  Connecticut.  It  will  be  launched  at 
the  American  College  of  Surgeons  Meeting  in 
October  1991  and  should  be  available  by  the  end 
of  the  year.  This  will  even  further  facilitate  the 
stapled  fixation  of  the  prosthetic  patch. 

Conclusion 

The  Toy-Smoot  laparoscopic  hernioplasty  pro- 
vides the  basic  principles  of  hernia  repair  and 
wound  healing.  First,  high  ligation  of  the  sac 
provides  a secure  repair  and  also  prevents  the 
theoretical  problem  of  hydrocele  formation  if  the 
sac  is  left  intact.  Second,  a tension-free  repair  of 
the  transversalis  fascia  is  accomplished  with  a 
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synthetic  prosthesis  (Gore-tex  soft  tissue  patch). 
Clinical  and  experimental  data  over  the  past 
decade  have  shown  this  to  be  the  safest  and  most 
dependable  prosthesis  in  the  intra-abdominal 
position.  With  the  development  of  the  Endo-patch 
Spreader  and  Endoscopichernia  Stapler,  this 
hernioplasty  can  be  accomplished  quickly,  accu- 
rately, and  dependably,  even  by  the  journeyman 
laparoscopic  surgeon. 
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SCIENTIFIC  ARTICLE 


Germbuster  Brainteaser: 
A Novel  Educational  Tool 


As  part  of  the  Pediatric  Infectious  Diseases  elec- 
tive at  the  Alfred  I.  duPont  Institute,  pediatric 
residents  from  the  Medical  Center  of  Delaware 
and  the  Thomas  Jefferson  Medical  College  are 
encouraged  to  contribute  original,  educational 
material  to  our  Germbusters  newsletters. 

This  newsletter  is  produced  to  provide  inter- 
esting, informative  infection  control  material  to 
all  employed  staff  at  our  children’s  hospital.  In 
addition  to  short  essays  and  clinical  discussions 
emphasizinginfection-control  principles,  residents 
occasionally  produce  challengingpuzzles  to  stimu- 
late and  entertain.  We  thought  readers  of  the 
Delaware  Medical  Journal  would  enjoy  seeing 
one  of  the  more  innovative  resident  contributions. 

1.  This  calicivirus  causes  a self-limited  enteritis 
(ENTERIC). 

2.  Man  is  the  only  host  for  this  disease  which 
causes  pneumonia  and  apnea  in  unim- 
munized infants  (RESPIRATORY). 

3.  Ophthalmia  neonatorum  caused  by  this  bac- 
teria needs  prompt  therapy  (CONTACT). 

4.  This  mycoplasma-like  organism  can  cause 
neonatal  pneumonia  as  well  as  nonspecific 
urethritis  in  males  (NONE). 

5.  Common  pruritic  childhood  rash  associated 
with  fever,  can  be  deadly  to  neutropenic  can- 
cer patients  (STRICT). 

Dr.  Sirotnak  is  a resident  physician  in  Pediatrics,  Medical 
Center  of  Delaware. 

Drs.  Klein  and  Eppes  are  on  the  staff  of  the  Alfred  I.  duPont 
Institute,  Division  of  Infectious  Diseases. 
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Andrew  Sirotnak,  M.D. 

Joel  D.  Klein,  M.D. 

Stephen  C.  Eppes,  M.D. 

6.  Infections  with  this  organism  can  cause  en- 
teric fever,  diarrhea,  or  local  infections  such 
as  osteomyelitis  (ENTERIC). 

7.  Congenital  infection  is  rare,  but  an  infant 
needs  to  be  separated  from  its  mother  with 
active  disease  until  judged  noncontagious 
(AFB). 

8.  An  orthomyxovirus  spread  by  contaminated 

droplets,  it  causes  croup  and  myositis  (CON- 
TACT). 

9.  Easily  treated  with  Mebendazole,  this  itchy 
infection  can  lead  to  salpingitis  (NONE). 

10.  Vesicular  draininglesions  caused  by  S.  aureus 

- the  pathogen  often  infecting  burns  (CON- 
TACT). 

1 1 . Eye  inflammation  that  can  be  herpetic,  trauma 

induced,  or  a sign  of  JRA.  (Drainage/secre- 
tion precaution). 

12.  Endemic  to  agricultural  regions,  this  disease 
can  present  as  eschars,  GI  disease,  or  pneu- 
monia in  woolsorters  (DR/SEC). 

13.  More  than  40  types  of  this  virus  exist  and 
cause  croup,  fatal  pneumonia,  or  mild  colds 
(CONTACT). 

14.  This  class  of  infections  --  along  with  failure  to 
thrive,  lymphadenopathy,  or  fevers  - is  seen 
in  children  with  AIDS.  (Blood/  Body  Fluids/ 
Precautions). 

15.  A bacterium  that  causes  epidemic  diarrhea, 
colitis,  or  hemolytic  uremic  syndrome  (EN- 
TERIC). 

16.  Serious  congenital  infection  on  the  rise  in 
Delaware  and  the  United  States,  associated 
with  jaundice,  bone  disease  and  chorio- 
retinitis (CONTACT). 


Scientific  Article  - Sirotnak 

17.  Streptobacillus  moniliformis  or  Spirillum  mi- 
nus infected  vermin  are  responsible  for  this 
illness  (NONE). 

18.  A variety  of  rashes,  rhinorrhea,  and 
lymphadenopathy  are  often  found  in  this 
increasingly  common  congenital  infection 
(DRAINAGE/SECRETION). 

19.  Biphasic,  influenza-like  illness  which  is  caused 
by  a spirochete  found  in  dog  urine  (BLOOD/ 
BODY  FLUID). 

20.  Isolate  an  infant  with  purulent  eye  discharge 
but  not  pneumonia  caused  by  this  agent  (DR/ 
SEC). 

Each  of  the  following  diseases  or  pathogens 
requires  the  specific  hospitalization  precaution 
listed  (see  this  and  previous  page)  Unscramble 
the  first  letters  of  each  answer  circled  to  spell  the 
one  and  only  precaution  needed  at  all  times. 
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Good  luck!  (All  precautions  are  described  in  the 
Red  Book  of  Infectious  Diseases.) 

DISCUSSION 

Resident  enthusiasm  for  this  type  of  educational 
experience  reflects  their  desire  for  creativity  dur- 
ing educational  electives.  In  addition,  contribut- 
ing material  to  an  in-hospital  publication  such  as 
Germbusters  provides  the  resident  with  the  sat- 
isfaction of  being  “published”  and  may  very  well 
lead  to  further  such  academic  pursuits. 

Finally,  the  meticulous,  well-thought-out  ex- 
ample provided  clearly  attests  to  its  usefulness  as 
an  educational  tool  for  house  officers  and 
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TRENDS  IN  COLORECTAL  CANCER  IN  DELAWARE 


Michael  T.  Brown,  M.D. 
Robert  W.  Frelick,  M.D. 
Allan  Topham,  ART  CTR 


Colorectal  cancer  is  the  second  most  common 
cancer  in  both  the  United  States  and  in 
Delaware.  During  the  period  from  1982  to 
1987,  over  2306  cases  of  colorectal  cancer  were 
diagnosed  which  represents  16.3%  of  all  re- 
ported malignancies  in  the  state.  This  com- 
pares to  2528  lung  cancer  cases  (17.9%  of  the 
total). 

INCIDENCE  RATES  AND  TRENDS 

The  overall  rate  of  colorectal  cancer  in  Dela- 
ware is  significantly  higher  than  the  national 
rate  as  reported  by  the  National  Cancer  Insti- 
tute’s SEER  Program  (Surveillance,  Epidemi- 
ology, and  End  Results).  In  Table  1 below,  the 
overall  colorectal  cancer  rate  in  Delaware  for 
the  period  1982-87  was  over  12%  higher  than 
the  SEER  rate,  56.9  per  100,000  compared  to 
50.7  per  100,000  respectively. 

Delaware’s  rate  of  colorectal  cancer  is  not  only 
higher  than  the  national  experience,  notable 
differences  exist  in  trends  over  time  and  in 
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race/sex  groups.  Where  the  National  Cancer 
Institute  has  reported  higher  rates  in  blacks, 
the  reverse  is  true  in  Delaware.  Also,  though 
colorectal  cancer  is  increasing  in  both  the 
national  experience  and  in  Delaware,  the  local 
figures  show  the  increase  to  be  most  pro- 
nounced among  whites.  Figure  1 shows  not 
only  the  greater  incidence  of  this  cancer  in 
Delaware  whites  compared  to  blacks,  but  the 
greater  increase  experienced  by  whites,  espe- 
cially males,  during  the  period  from  1972  to 
1988. 

TABLE  1 

Average  Annual  Rate  per  100,000 
Colorectal  Cancer  in  Delaware 
1982  to  1987 


# 

DE  Rate 

SEER  Rate 

COLON 

1,667 

40.9 

36.2 

RECTUM 

639 

16.1 

14.5 

TOTAL 

2,306 

56.9 

50.7 

EPIDEMIOLOGY 

Research  into  the  etiology  of  large  bowel 
cancer  has  identified  several  risk  factors:  a 
family  history  of  colorectal  cancer,  a history 
of  bowel  polyps  or  of  familial  polyposis,  a diet 
high  in  fat/protein  and  low  in  fiber,  and 
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FIG.  1 

Trends  in  Colorectal  Incidence  in  Delaware 
1972-79  Compared  to  1980-88 
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degree  of  urbanization.1  Recent  scientific 
attention  has  shifted  somewhat  from  the  focus 
on  diet  and  nutrition  toward  considering  the 
‘urbanization’  issue.  The  fact  that  colorectal 
cancer  is  highest  in  the  Great  Lakes  and 
Northeastern  sections  of  the  U.S.  has  encour- 
aged speculation  that  undiscovered  environ- 
mental factors  might  be  involved.2  It  should  be 
noted  however,  that  little  substantive  data  is 
available  identifying  industrial  exposures  with 
increased  risk  of  colorectal  cancer.3 

Recent  detailed  studies  of  colorectal  cancer 
incidence  by  census  tract  in  Delaware  have 
corroborated  published  data  by  the  NCI  which 
showed  no  correlation  between  colorectal  cancer 
incidence  and  socioeconomic  status  (as  meas- 
ured by  income  level  and  educational  attain- 
ment).4 However,  both  the  NCI  study  (which 
included  the  combined  urban  areas  of  Detroit, 
Atlanta  and  Seattle)  and  the  Delaware  study 
(which  focused  on  New  Castle  county)  showed 
a positive  correlation  between  colorectal  can- 
cer and  population  density.  This  correlation 


seemed  to  hold  up  for  all  socioeconomic  groups 
also.  In  New  Castle  county,  the  colorectal 
cancer  rate  for  the  highest  population  density 
areas  was  over  8%  higher  than  the  rate  expe- 
rienced in  the  lowest  density  areas. 

LEFT  VERSUS  RIGHT  BOWEL  CANCER 

Over  the  last  20  years,  much  attention  has  been 
given  to  the  shifting  distribution  of  colorectal 
cancers.5  When  examining  the  Delaware  data 
for  a generalized  left-to-right  shift,  the  colon 
was  divided  at  the  splenic  flexure,  with  all 
lesions  distal  to  and  including  the  splenic 
flexure  being  called  the  "left  colon."  Figure  2 
shows  a definite  trend  toward  the  right  colon, 

FIG.  2 

Right  versus  Left  Colon  Trends 

Whites  in  Delaware,  1972-1988 


however  this  is  a proportionally  based  statistic 
and  does  not  reflect  the  overall  increase  in 
incidence.  Consequently,  age-adjusted  inci- 
dence rates  were  calculated  separately  for  the 
right  versus  left  colon,  and  the  results  (Figure 
3)  clearly  show  the  entire  increase  in  colorectal 
cancer  to  be  in  the  proximal  (right)  side. 

TRENDS  IN  STAGE  AT  DIAGNOSIS 

Though  the  proportion  of  Delawareans  diag- 
nosed with  early  colorectal  cancer  has  been 
historically  close  to  the  SEER  Program  experi- 
ence, the  trend  is  definitely  toward  later 
diagnosis.  The  percentage  of  Delaware  whites 
diagnosed  with  early  colon  cancer  dropped 
from  38.8%  (1974-77)  to  36.9%  (1978-81)  to 
33.8%  (1982-86).  Similar  trends  are  noted 
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FIG.  3 

Right  versus  Left  Colon  Incidence 
Whites  in  Delaware,  1974-1988 


Year  of  Diagnosis 


among  blacks  as  well. 

This  trend  toward  later  diagnosis  is  in  part  due 
to  the  shift  toward  more  right-sided  lesions.  As 
can  be  seen  in  Figure  4,  right-sided  cancers  are 
diagnosed  at  a much  more  advanced  stage  than 
left/rectal  lesions. 


DISCUSSION 

These  data  suggest  several  areas  of  concern  for 
Delawareans: 

1)  Programs  designed  to  encourage  low  fat  and 
high  fiber  diets  are  needed  in  this  area,  as  well 
as  increased  study  of  the  reasons  people  living 
in  high  population  density  areas  are  at  in- 
creased risk. 

2)  Screening  programs  should  be  targeted 
towards  individuals  over  50  years  of  age  as 
well  as  those  who  have  a positive  family 
history  of  colorectal  cancer  (or  benign  polyps). 

3)  The  increasing  proportion  of  patients  diag- 
nosed with  right-sided  lesions  and  the  later 
stage  at  which  they  are  diagnosed  seem  clearly 
to  warrant  re-examination  of  the  current  screen- 
ing recommendations  which  rely  so  heavily  on 
stool  blood  tests  and  procto/sigmoidoscopy. 
Increased  use  of  colonoscopy,  though  more  ex- 
pensive, should  be  considered  in  high  risk  or 
symptomatic  individuals. 


Site  shifts  do  not  explain  all  of  the  trend 
toward  late  diagnosis,  however.  That  the 
proportion  of  localized  rectal  cancers  is  also 
decreasing  in  Delaware  suggests  possible  prob- 
lems in  access  to  care,  education,  attitudes,  or 
insurance  coverage. 


FIG.  4 

Stage  Distribution  by  Segment 
Whites  in  Delaware,  1972-1988 
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ON  BEING  A DOCTOR 


CPR 


Clifton.  R.  Cleaveland,  M.D. 


The  week  had  been  tiring  and  discouraging  — 
more  long-term  patients  than  usual  had  come  to 
my  office  with  illnesses  for  which  I could  do  little 
but  empathize  and  palliate.  Aged  men  and  women 
with  fading  intellects,  emphysemic  men  slowly 
fading  on  continuous  oxygen,  a young  woman 
with  rapidly  progressive  motor  neuron  disease  — 
I felt  progressively  stymied  and  ineffectual,  long- 
ingfor  some  more  acute  situation  in  which  I could 
work  toward  a cure. 

I sought  respite  at  a weekend  showing  of  the 
new  movie  version  of  Hamlet.  The  reviews  had 
been  enthusiastic,  and  I was  prepared  for  a cin- 
ematic treat.  Thirty  minutes  passed,  and  I was 
really  into  the  film,  marvelling  at  the  language, 
the  scenery,  and  the  splendid  diction  of  Close  and 
Gibson.  Then  a door  at  the  rear  of  the  cinema 
opened,  and  an  usherette  cried  out  that  a doctor 
was  needed.  Reflexively,  I followed  her  out.  As  we 
rushed  to  the  auditorium  next  door,  I asked  what 
was  wrong.  She  said  that  a man  had  been  shot.  I 
ran  down  the  center  aisle  to  the  side  of  an  old  man 
stretched  out  supine,  apparently  having  had  a 
cardiac  arrest.  The  house  lights  had  not  yet  been 
turned  up.  Dances  with  Wolves  played  on  the 
screen.  Apparently  the  old  man’s  collapse  into  the 
aisle  had  coincided  with  gunfire  from  the 
soundtrack.  Some  of  the  audience  clustered 
around;  others  nearby  seemed  fixed  in  their  seats; 
most  in  the  full  house  were  unaware  of  what  had 
happened.  An  elderly  lady  wept  in  an  adjacent 
seat. 

Reproduced  with  permission  from:  Clifton  R.  Cleaveland, 
M.D.,  CPR.  Annals  of  Internal  Medicine.  1991;115:570-571. 
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He  was  not  breathing.  He  had  no  pulse.  My 
reflexes  took  over  as  I began  chest  compressions 
and  directed  a nurse  who  had  just  arrived  to  begin 
mouth-to-nose  respirations. 

“Call  911.” 

“We  have.” 

Kevin  Costner  continued  on  the  wide  screen 
behind  us,  blurring  our  boundaries  of  reality. 
Another  nurse  arrived  and  then  a family  physi- 
cian acquaintance.  The  elderly  lady,  apparently 
the  victim’s  wife,  sobbed,  “What  will  I do,  what 
will  I do?  We’ll  have  no  place  to  live.”  I tried  to  lend 
comfort  as  I elicited  a fragmentary  history  from 
her.  He  had  had  a heart  attack  five  years  earlier, 
he  took  digoxin,  he  had  been  asymp-tomatic  and 
active. 

“Where’s  the  Rescue  Squad?” 

‘We’ve  called  again.” 

Five  compressions  and  a breath,  five  com- 
pressions and  a breath;  the  house  lights  slowly 
came  up.  His  pupils  were  reactive;  the  old  man 
began  to  breathe;  he  moved  his  lips. 

Our  impromptu  team  was  gaining.  A firm 
carotid  pulse  at  a rate  of  30  to  40  was  present  and 
then  faded.  I resumed  chest  compressions  while 
one  of  the  nurses  mopped  my  forehead  and  helped 
to  remove  my  sweaty  jacket.  The  family  physician 
spelled  me  at  the  chest,  and  I checked  pupillary 
responses  and  femoral  pulses,  now  boundingfrom 
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the  closed  chest  massage.  The  old  man  moved  his 
hands — the  last  spontaneous  movement  we  were 
to  see. 

After  20  minutes  a fireman  arrived  with  a 
bottle  of  oxygen,  and  I took  another  turn  at  the 
chest  — five  and  one,  five  and  one.  The  numbing 
and  pounding  work  of  resuscitation  continued. 
Helpful  strangers  guided  the  tearful  wife  away 
from  the  circle  and  tried  to  console  her.  From  the 
back  door  the  theater  manager  announced  that 
everyone  should  leave  and  obtain  a refund  of 
ticket  prices.  Many  patrons,  however,  remained 
frozen  in  their  seats,  staring  now  at  the  film’s 
buffalo  stampede.  Perhaps  the  movie  freed  them 
from  the  horror  that  all  now  perceived  in  the 
center  aisle. 

Finally  the  equipment-laden  rescue  squad 
arrived,  as  did  a third  physician,  who  placed  an  IV 
in  the  man’s  left  arm.  One  EMT  inserted  an 
endotracheal  tube,  while  another  attached  the 
leads  of  a cardiac  monitor.  Coarse  ventricular 
fibrillation.  We  shocked.  No  response.  Bicarbonate 
and  lidocaine  were  given,  followed  by  a second 
shock  and  another.  Ajunctional  rhythm  appeared 
briefly  before  deteriorating  into  fibrillation.  The 
electrical  and  chemical  ritual  of  resuscitation 
continued  against  a backdrop  of  increasing  hope- 
lessness. Three  doctors,  three  nurses,  and  a team 
of  EMTs  were  powerless  to  do  any  more  in  the 
theater  aisle.  We  eased  the  old  man  onto  a board, 
board  onto  stretcher,  and  then  stretcher  into 
ambulance.  The  rescue  squad  assumed  control  for 
the  several-mile  ride  to  the  nearest  hospital.  I 
learned  later  in  the  day  that  the  death  begun  in 
the  theater  had  ended  in  the  emergency  room. 

Who  was  the  old  man?  What  would  become  of 
the  new  widow?  Who  was  the  retarded  adult 
sitting  next  to  her?  A stranger?  A kinsman?  Why 
was  she  worried  about  losing  her  home?  I knew 
neither  the  man  nor  his  wife,  yet  in  the  curious 
way  of  clinical  medicine,  a bond  of  sorts  had  been 
struck. 

I was  weak,  sweat-drenched,  and  utterly 
wrung  out.  I wanted  to  cry.  I wanted  to  know  the 
old  man’s  story.  For  a brief  few  minutes  our  lives 
had  twisted  together.  I was  sharply  aware  of  my 
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own  mortality  because  he  lost  his  life.  I felt  shaky, 
decidedly  nonprofessional,  and  vulnerable.  I 
washed  up  in  the  cinema’s  restroom  and  com- 
posed myself.  As  I rejoined  my  wife  for  what 
remained  of  Hamlet,  Mel  Gibson  delivered  the 
Prince’s  epiphany  to  Yorick’s  skull;  words  made 
all  the  more  piercing  by  the  real  life  just  con- 
cluded. We  viewed  the  compounded  tragedy  of  the 
final  scene:  Gertrude,  Claudius,  Laertes,  Hamlet 
all  dead.  Horatio  was  left  to  mourn  and  to  struggle 
to  make  sense  of  the  calamities  engulfing  the 
survivors. 

As  physicians  we  see  much.  Like  firemen, 
things  go  predictably  for  us  most  of  the  time,  and 
then  chaos  erupts.  At  such  times  we  are  trained  to 
shift  to  methodical,  automatic  countermeasures. 
Sometimes  these  prevail.  Oftentimes  death  pre- 
vails. Grief  erupts  and  swirls  about  us.  Our  job  is 
to  try  to  restore  order,  to  allay  somehow  the  grief 
and  hurt  of  others.  But  what  becomes  of  the 
feelings  engendered  in  us? 

The  immediate  feelings  — fatigue,  frustra- 
tion, a sense  of  aloneness  — will  fade.  Over  a 
longer  term  we  may  think  that  tragedy  may 
broaden  our  sympathies,  but  tragedy  may  also 
quietly  add  to  our  burden  of  grief,  building  like  a 
charge  in  an  emotional  capacitor.  Burn-out  lurks 
always,  or  worse,  insensitivity.  We  try  to  distance 
ourselves  from  the  hurt  by  speaking  to  colleagues 
of  a failed  code  or  some  intervention  gone  awry. 
We  retreat  behind  jargon  and  understatement. 
Somehow  we  put  the  mask  of  professionalism 
back  in  place.  We  are  ready  for  another  day. 

On  Being  a Doctor  is  a new  section  devoted  to  the 
art  of  medicine.  These  periodic  articles  will  exam- 
ine human  experiences  that  reflect  the  literary 
and  philosophic  sides  of  medicine.  These  articles 
are  being  offered  as  a courtesy  by  the  Annals  of 
Internal  Medicine. 
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FROM  THE  AMA 


AMN  REPORT:  For  22  years  Surgeon  Won- 
dered if  He  Should  Have  Let  Soldier  Die  in 
Vietnam 

A report  in  this  week’s  American  Medical  News 
tells  the  story  of  a trauma  surgeon  who  finally 
came  to  terms  with  a “ghost”  that  had  haunted 
him  for  22  years  — a severely  wounded  soldier  he 
treated  in  Vietnam. 

Kenneth  G.  Swan,  M.D.,  wondered  if  he  had 
done  the  right  thing  by  saving  the  life  of  Army 
Specialist  Four  Kenneth  McGarity,  a helicopter 
door  gunner.  McGarity  was  horribly  wounded 
when  a North  Vietnamese  rocket-propelled  gre- 
nade exploded  in  his  chopper  during  a brutal 
firefight  near  the  Cambodian  border  in  1968. 

Within  an  hour,  the  AMN  report  says,  the 
soldier  was  delivered  by  helicopter  to  the  71st 
Evacuation  Hospital  at  Pleiku.  On  duty  was  Dr. 
Swan,  then  33,  who  had  been  in  Vietnam  for  about 
a month.  McGarity  had  suffered  massive  wounds 
to  his  lower  body,  as  well  as  broken  arms  and 
severe  head  injuries. 

Dr.  Swan  tells  AMN  he  instinctively  decided 
to  try  to  save  McGarity’s  life;  to  do  nothing  was 
something  he  did  not  even  consider.  Surgeons 
worked  to  repair  the  damage,  but  McGarity’s 
recovery  was  tortuous.  Many  of  Dr.  Swan’s  col- 
leagues openly  questioned  his  decision  to  save  the 
soldier,  AMN  reports. 

In  the  years  since  the  war,  Dr.  Swan  lectured 
widely  on  the  medical  lessons  of  Vietnam  but  he 
never  spoke  of  McGarity.  He  thought  about  the 
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soldier,  but  the  specter  of  the  life  he  might  be 
leading  cut  short  contemplation.  “I  thought  if  he 
was  alive  his  life  was  probably  a nightmare.” 

In  1989,  Dr.  Swan,  now  a trauma  surgeon  at 
the  University  of  Medicine  and  Dentistry  of  New 
Jersey,  spoke  publicly  of  McGarity  for  the  first 
time,  at  an  Army-sponsored  trauma  symposium 
at  Fort  Drum  in  New  York.  “I  got  choked  up 
talking  about  it,”  he  told  AMN.  After  that,  he  felt 
he  could  no  longer  ignore  the  soldier’s  fate  and  set 
out  to  track  him  down. 

Dr.  Swan  finally  learned  that  McGarity  was 
still  alive  and  located  him.  In  August  the  two 
spoke  on  the  phone  for  the  first  time  in  nearly  23 
years.  Then,  on  Sept.  25  — 23  years  and  a day  after 
their  first  encounter  --  they  met  again,  this  time 
at  McGarity’s  home  in  Columbus,  Georgia. 

As  AMN  describes,  the  wounded  vet  is  now 
43,  balding  with  streaks  of  gray  hair  on  the  sides. 
As  he  greeted  Dr.  Swan,  he  maneuvered  his 
wheelchair  with  authority  and  gave  the  surgeon 
a firm  handshake.  His  arms  were  pitted  with 
scars  where  shrapnel  bad  been  removed. 

His  wife  of  20  years,  Theresa,  was  there  with 
him.  Pictures  of  their  two  daughters  adorned  the 
walls.  McGarity  told  Dr.  Swan  that  for  several 
years  after  returning  from  overseas,  he  under- 
went a seemingly  endless  chain  of  operations. 
There  was  a lot  of  physical  pain.  But  he  had  a 
constant  need  to  prove  people  wrong  when  they 
said  he  couldn’t  do  something.  He  even  learned 
how  to  scuba  dive. 
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During  lunch  at  a local  restaurant,  Dr.  Swan 
told  Theresa  McGarity  about  the  criticism  he 
received  for  saving  her  husband’s  life.  Later,  as 
they  stood  in  the  couple’s  driveway,  she  recalled 
her  husband’s  anxiety  at  the  prospect  of  the 
meeting.  She  had  said  to  him : “Do  you  realize  if  it 
wasn’t  for  this  man  I wouldn’t  have  you  or  these 
two  beautiful  children?” 

Weeks  later,  Dr.  Swan  reflected  on  the  meet- 
ing. “It  was  the  most  remarkable  medical  experi- 
ence during  my  career  as  a surgeon,”  he  told 
AMN.  “I  didn’t  realize  how  much  additional  agony 
he  was  going  to  have  to  go  through.  ButI  stillhave 
this  overwhelming  sense  of  gratitude  that  I did 
the  right  thing.” 


AMA  POLICY  ON  ABORTION 

It  is  the  position  of  the  Board  of  Trustees  that 
Resolution  49  regarding  abortion  which  passed 
the  House  of  Delegates  in  Hawaii  in  December 
does  not  significantly  alter  AMA  policy  on  abor- 
tion. That  policy  is  that  abortion  “is  a medical 
procedure”  which  should  be  performed  only  in 
accordance  with  “good  medical  practice”  and  the 
“laws  of  the  state”  and  that  “no  physician”  should 
be  required  to  perform  an  abortion  if  it  violates 
his  or  her  ethical  standards. 

This  policy  is  neutral  on  the  nature  and 
extent  of  a woman’s  right  to  an  abortion.  It 
merely  recognizes  that  if  “laws  of  the  state” 
permit  physicians  to  perform  abortions  it  is  not 
unethical  to  do  so  (or  not  to  do  so). 

The  paragraph  added  by  Resolution  49  does 
not  change  this  policy.  It  again  recognizes  that 
where  abortions  are  performed  in  accordance 
with  state  laws  — and  all  states  permit  abortions 
of  early  pregnancies  (as  required  by  the  Su- 
preme Court  in  the  Roe  v.  Wade)  — it  is  up  to  the 
patient  and  the  physician  to  decide  if  the  proce- 
dure is  performed.  Any  other  position  would  be 
inconsistent  with  the  law  of  the  land  and  with 
AMA’s  long  standing  policy  on  abortion. 


Conference  Facilities 


The  Educated  Choice 
In  Conference  Centers 

Yoi  CAN  CHOOSE  ANY  CONFERENCE  CENTER.  Or  YOU 
CAN  Cl  IOOSE  THE  CONFERENCE  CENTERS  THAT  .ARE  THE 
STANDARD  BY  WHICH  OTHERS  ARE  JUDGED.  '*»’  OuR 
CENTERS  I LAVE  THE  ENVIRONMENTS  THAT  ONLY  .AN  AFFILI- 
ATION WITH  A MAJOR  I MVERSITY  CAN1  PROVIDE.  UNIQUE, 
TOO,  ARE  OUR  FACILITIES,  AMENITIES,  SUPPORT  STAFF 
.AND  CENTER  SITES  We  OFFER  THREE  DIVERSE  CENTERS 
WHICH  CAN  MEET  THE  NEEDS  OF  VIRTUALLY  ALL  TAPES 
AND  SIZES  OF  CONFERENCES,  MEETINGS,  PROFESSIONAL 
DEVELOPMENT  PROGRAMS,  BANQUETS  AND  SPECIAL 

event's  m Oi  k Newark  Center  features  Clayton 
Hall,  hie  most  technologically  advanced  confer 

ENCE  FACILITY  IN  THE  STATE,  VXTT1 1 ON  CAMPl IS  HOUSING 

available  June  through  August.  The  facilities  at 
our  Wilmington  Center  are  more  intimate, 

RANGING  FROM  THE  STATELY  GoODSTAY  MANSION  TO 
THE  NEWLY  OPENED  ArsI  IT  HaLL.  The  ATMOSPHERE  AT 

oi  r Virden  Center  in  Lewes  is  retreat  like;  the 

SEASIDE  SI  RROUNDINGS  .ARE  BEAl TIFUL  .AND  UNSPOILED. 

Call  for  more  information.  Now  making  an 

EDUCATED  CHOICE  IN  CONFERENCES  IS  ACADEMIC.  W 


Newark  Wilmington  Lewes 


(302)  (302)  (302) 
831-2214  573-4419  645-4100 
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LETTERS  TO  THE  EDITOR 


Closing  of  Medical  Technology 
Program  Untimely 


I call  your  attention  to  the  enclosed  article  in  the 
News  Journal  [September  4,  1991]  announcing 
the  proposed  closure  of  the  University  of 
Delaware’s  Medical  Technology  (MT)  Program. 
Closure  of  this  program  could  not  come  at  a more 
inopportune  time.  Independent  studies  by  the 
American  Society  of  Clinical  Pathologists  (ASCP) 
and  the  American  Society  for  Medical  Technology 
(ASMT)  show  increasing  difficulties  in  filling 
medical  technology  vacancies.  The  ASCP  survey 
determined  a nationwide  vacancy  rate  during 
1990  of  11.6  percent  which  was  a 25  percent 
increase  over  the  9.3  percent  rate  identified  in 
1988. 

Due  to  the  Medical  Center  of  Delaware’s 
(MCD)  close  affiliation  with  the  University,  I have 
had  the  privilege  of  serving,  without  compensa- 
tion from  the  University,  as  the  medical  director 
of  the  MT  program.  The  program  has  had  a 
tradition,  since  1949,  of  producing  well-trained 
medical  technologists  for  the  hospitals  of  the  state 
of  Delaware.  Correspondence  from  the  Board  of 
Registry  to  Dr.  Stetson  attests  to  the  high  quality 
of  University  of  Delaware  (U  of  D)  graduates. 
Currently  37  percent  of  the  more  than  150  medi- 
cal technologists  employed  by  the  medical  center 
are  graduates  of  the  program  . Between  January 
1988  and  September  1991,  MCD  hired  56  medical 
technologists,  twenty-three  (41  percent)  of  whom 
were  graduates  of  the  U of  D program.  Three  were 
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graduates  of  the  program  at  Thomas  Jefferson, 
while  no  other  program  accounted  for  more  than 
two.  I do  not  have  similar  statistics  from  other 
Delaware  hospitals  but  suspect  that  they  may 
depend  even  more  heavily  on  University  of  Dela- 
ware graduates  for  staffing  their  laboratories. 

The  University  of  Delaware  program  is  the 
only  accredited  medical  technologist  program  in 
Delaware.  An  additional  34  programs  exist  in  the 
regions  contiguous  to  Delaware,  Pennsylvania 
(east  of  the  Susquehanna),  Maryland  and  New 
Jersey,  which  are  collectively  accredited  for  -500 
graduates  per  year  but  graduated  only  243  in 
1991,  an  insufficient  number  to  meet  the  staffing 
needs  of  the  clinical  laboratories  of  these  states 
plus  Delaware. 

I believe  the  closing  of  the  University  of 
Delaware  Medical  Technology  Program  could 
have  a long-term  effect  on  the  cost  and  quality  of 
health  care  in  Delaware  and  ask  the  support  of 
the  Medical  Society  in  conveying  to  the  Univer- 
sity and  the  State  Legislature  the  importance  of 
this  program  to  the  delivery  of  high  quality  health 
care  to  the  citizens  of  Delaware. 

Robert  C.  Knowles,  M.D.,  Ph.D. 

Director  Section  of  Microbiology 
Medical  Center  of  Delaware 
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We 

specialize 

in 

musculoskeletal 

tumors. 


Many  patients  with  primary  and  metastatic 
bone  and  soft  tissue  tumors  are  dying-- 
unnecessarily.  They’re  not  all  dying  from  disease, 
but  because  many  physicians  haven’t  recognized 
the  sub-specialty  of  musculoskeletal  tumor 
treatment  that  saves  lives  and  limbs. 

It’s  time  you  knew  about  The  Schmidt 
Reconstruction  Center  at  The  Graduate  Hospital 
in  Philadelphia.  Here,  the  thinking  is  advanced 
and  the  treatment  is  aggressive.  Dr.  Schmidt  and 
his  highly  skilled  team  attack  bone  and  soft  tissue 


tumors  with  a comprehensive  program.  There’s 
a complete  diagnostic  workup  prior  to  biopsy. 
Biopsies  are  performed  to  permit  limb  salvage. 
Adjuvant  therapy  is  utilized  with  chemotherapy 
and  radiation  therapy.  New  clinical  trials  are 
constantly  being  developed.  And  the  quality  of 
life  is  improved  for  adults  and  adolescents. 

In  our  world  of  specialized  medicine,  patients 
deserve  the  finest  treatment  available.  Now  that 
you  know  about  The  Schmidt  Reconstruction 
Center,  shouldn’t  you  share  it? 


520  S.  19th  Street,  2nd  Floor 
Philadelphia,  PA  19148 
(215)  732-9005 


OBITUARY 


Douglas  Merrill  Gay,  M.D. 


Dr.  Douglas  Merrill  Gay,  an  outstanding  and 
pioneer  pathologist  in  Delaware,  died  Friday, 
October  18, 1991,  in  the  Cokesbury  Health  Center 
of  a stroke.  He  was  95. 

Dr.  Gay  was  born  on  December  27,  1895,  in 
East  Granby,  Connecticut.  He  graduated  from 
Bates  College  in  Lewiston,  Maine,  in  1917  with  a 
Bachelor  of  Science  degree  and  then  went  to 
Harvard  Medical  School  from  which  he  gradu- 
ated with  his  M.D.  in  1924.  In  between  he  served 
in  the  army  medical  corps  during  and  after  World 
War  I.  He  interned  at  Boston  City  Hospital  in 
1924-25  and  followed  this  with  a Trudeau  Foun- 
dation Fellowship  and  a residency  in  pathology  at 
the  Boston  City  Hospital  from  1925  to  1930. 
During  this  time  he  also  served  as  a Research 
Fellow  at  the  Harvard  School  of  Public  Health. 
From  1930  to  1932  he  was  the  pathologist  at  the 
New  Haven  Hospital  and  an  instructor  in  pathol- 
ogy at  the  Yale  Medical  School.  He  then  came  to 
Wilmington  in  the  latter  part  of  1932.  He  became 
certified  in  pathology  in  1939. 

During  his  long  and  noteworthy  career  in 
Delaware,  Dr.  Gay  did  many  memorable  things 
and  belonged  to  many  organizations.  He  was  a 
member  of  the  American  Medical  Association  and 
its  local  branches,  the  Delaware  and  New  Castle 
County  Medical  Societies.  He  was  a member  of 
the  Delaware  Academy  of  Medicine,  the  Philadel- 
phia and  Delaware  Pathology  Societies.  He  was  a 
Fellow  of  the  Trudeau  Foundation  and  of  the 
Harvard  School  ofPublic  Health.  At  various  times, 
he  was  on  the  staffs  of  all  the  four  hospitals  in 
Wilmington  and  after  the  merger,  the  staff  of  the 
Medical  Center  of  Delaware  as  a consultant.  He 
also  had  a long  relationship  with  the  Du  Pont 
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Company  as  a consultant  pathologist  from  1934  to 
1939  and  in  1956  became  a full-time  pathologist 
with  the  Haskell  Laboratories  of  the  Du  Pont 
Company,  a position  he  held  until  his  retirement 
in  1960. 

Dr.  Gay  had  other  interests  besides  his  pro- 
fessional ones.  These  were  expressed  in  a number 
of  ways  and  in  memberships  in  societies  quite 
unrelated  to  pathology.  He  was  a member  of  the 
American  Philosophical  Physiological  Society,  the 
Biological  Photographic  Association,  the  Scien- 
tific Research  Society  of  America,  as  well  as  being 
a former  president  of  the  Beekeepers  Association 
of  Delaware  and  a former  director  of  the  Eastern 
Apiculture  Society.  His  interest  in  bee  keeping 
derived  from  his  father’s  interest  in  the  keeping  of 
hives  during  his  life  in  Connecticut.  It  developed 
further  during  his  retirement  into  an  interest  in 
the  production  of  what  is  known  as  “mead”  — the 
nectar  of  the  gods,  a drink  of  fermented  honey. 
This  he  often  served  at  social  affairs  in  his  home. 
He  also  made  some  efforts  in  wine  making  which 
were,  to  those  who  remember,  not  very  success- 
ful. 

Perhaps  one  ofhis  most  noteworthy  contribu- 
tions medically  was  as  a pathologist  in  the  field  of 
cancer.  Initially  he  was  confronted  in  his  hospital 
practice  with  bladder  tumors  of  varying  severity 
but  apparently  comi  ngfrom  a single  source.  These 
were  the  dye  tumors  among  employees  of  the  Du 
Pont  plant  in  nearby  New  Jersey.  The  tumors 
were  being  discovered  by  the  Wilmington  urolo- 
gists and  the  appropriate  diagnosis  was  impor- 
tant in  the  treatment.  Once  the  type  of  tumor  was 
identified,  appropriate  preventive  measures  were 
taken  in  the  work  place  to  reduce  the  occurrence 
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£ CARDIOLOGY 

^ CONSULTANTS  f.A. 


Jefferson  Medical  College 

Thomas  Jefferson  University 


n exciting  opportunity  for  primary  ca 
physicians  and  cardiologists  to  hear  the 
itest  research  on  women  and  heart  disease 
as  other  advances  in  cardiology. 


REGISTRATION  INFORMATIO 

Advanced  registration  is  recommended  and  can  be  mad 
by  calling  Miriam  Scherer  at  (302)  366  -1929-  Advance 
registration  fee  is  $30-  Registration  at  the  door  is  $45. 
Hotel  accommodations  can  be  made  by  calling  the 
Christiana  Hilton  at  (302)  454  -1500  or  1-800-H1LTONS. 

CME  Credit  Information 

Application  has  been  made  for  six  category  one  hours  c 
Continuing  Medical  Education  (CME)  credit. 


N 288a,  12/91 


k G E 


SPEAKERS 


N D A 


GUEST 


:30  a m.  Registration 

:0()  - 9:30  a nt.  You’re  in  charge  of  a CODE  BLUE  — evolving 
recommendations  for  1992. 

David  S.  Grubbs,  M.D 


:30  - 10  a.m.  Percutaneous  ablation  therapy  for 

supraventicular  tachycardia  — can  we  “just  say 
no  to  drugs”  in  the  future? 

Henry  L.  Weiner,  M.D. 


0 - 10:30  a.m. 

0:30  - 1 1 a.m. 

1 - 11:30  a.m. 

1:30-  12  p.m. 


2-  12:30  p.m. 


Dealing  with  congestive  heart  failure  — does  any 
card  beat  an  ACE? 

Richard  Wright,  M.D. 

Break 

Treatment  of  angina  pectoris  despite  normal 
coronaries — a European  perspective. 
Wolfgang  Kuebler,  M.D. 

Mental  stress-induced  myocardial  ischemia  — 
how  misleading  is  treadmill  testing? 

Andrew  Doorey,  M.D. 

Panel  Discussion 


2:30  - 1:30  p.m.  Lunch 


:30  - 2 p.m.  Evaluation  of  cardiac  patients  for  non-cardiac 
surgery  — tips  for  primary  physicians. 

Richard  F.  Gordon,  M.D. 

- 2:30  p.m.  Non-invasive  risk  stratification  in  heart  disease  — 
now  better  than  invasive  techniques? 

George  Seller,  M.D. 


Dr.  Wolfgang  Kuebler  of  Europe’s  prestigious  University 
of  Heidelberg, was  one  of  the  earliest  investigators  of  myocard- 
ial ischemia  with  normal  coronary  arteries  (Syndrome  X). 

He  will  discuss  this  problematic  group  from  a European 
perspective. 

Dr.  Richard  Wright,  oi  the  University  of  California/ Los  Angeles 
School  of  Medicine,  is  the  author  of  a recent  review  of  con- 
gestive heart  failure  in  the  New  England  Journal  of  Medicine. 

Dr.  Wright  will  address  experimental  therapies  to  ameliorate 
congestive  heart  failure. 


Dr.  George  Belter  of  the  University  of  Virginia  is  consid- 
ered an  international  authority  on  non-invasive  diagnosis  of 
coronary  disease.  He  and  his  colleagues  first  reported  the 
incredible  power  of  stress  thallium  testing  to  gauge  progno- 
sis and  predict  subsequent  cardiac  events. 


Dr.  Beverly  Lorell  from  Beth  Israel  Hospital  and  the 
Harvard  School  of  Medicine  is  a nationally  known  clinical 
researcher  with  a special  interest  in  interventional  cardiol- 
ogy. She  was  one  of  the  first  investigators  to  evaluate 
possible  differences  in  the  treatment  of  men  and 
women  with  coronar 
artery  disease. 


jliPECIAL  FOCUS:  Heart  Disease  and  Women 


K:30  - 3 p.m. 

3 -3:30  p.m. 
3:30  - 4 p.m. 

4 - 4:30  p.m. 
4:30  - 5 p.m. 


Post  menopausal  estrogen  replacement  — 
mandatory  in  1992? 

Edward  M.  Goldenherg,  M.D. 

Break 

Women  and  heart  disease:  underrepresented  in 
clinical  trials;  undertreated  in  clinical  practice? 
Beverly  Lorell,  M.D. 

“Vive  La  Difference?”  Pitfalls  in  the  diagnosis 
and  treatment  of  heart  disease  in  worpere 
Ron  Lewis,  D O. 

Summary  and  panel  discussion 
Kevin  Boyle,  M.D.  j 


Bonu 


An  Evening  at 
Longwood  Gar 


Physicians  and  their 
spouses  are  invited  to 
join  us  for  a gala  evening 
of  dining,  dancing  and 
entertainment  at  scenic 
Longwood  Gardens.  Music 
will  be  provided  by  the 
Generations.  All  proceeds 
will  benefit  Medical 
Center  of  Delaware. 


ion  //fl 


\ ' \ \ M 

* '\  v \\\v  DATE: 


Saturday,  March  7,  1992 
TIME:  Cocktails  6 p.m. 

Dinner  7 p.m. 

PLACE:  Longwood  Gardens 


Conservatory 

Route  1 , Kennett  Square,  PA 
CALL:  Miriam  Scherer  at 

(302)  36(?-j&Mf|o  register. 
iPi^SST:  $75  per  person. 


Obituary  - Cannon 

of  these  tumors.  Coincident  with  this  activity  was 
a report  which  Dr.  Gay  made  to  the  Delaware 
State  Cancer  Control  Committee  in  1934.  This 
report  was  based  on  a 1929  report  of  a Dr.  J.  W. 
Cox  of  the  American  Cancer  Control  Committee, 
which  listed  a number  of  deficiencies  in  the  man- 
agement of  cancer  in  Delaware.  Dr.  Gay  took  this 
report  and  converted  it  into  a set  of  specific 
recommendations  for  a real  cancer  control  pro- 
gram for  Delaware.  His  recommendations  bore 
fruit  in  a number  of  tangible  ways  in  the  various 
hospitals,  culminating  in  the  formation  of  the 
Carpenter  Cancer  Clinic  at  the  Memorial  (for- 
merly Homeopathic)  Hospital. 

Among  his  other  accomplishments  were  his 
participation  in  the  efforts  to  found  a library  in 
Hockessin;  to  found  a library  at  Cokesbury,  where 
he  spent  his  later  years;  his  experiments  in 
enology,;  his  breadmaking;  and  his  hobby  of  pho- 
tography. He  has  been  described  by  others  as  a 
quiet  and  unassuming  little  man,  no  more  than 
five  feet  three  or  four.  He  was  a delightful  col- 
league and  a noteworthy  member  of  the  medical 
fraternity.  His  varied  contributions  in  the  field  of 
cancer  control,  his  activity  in  the  American  Can- 
cer Society  and  in  the  Red  Cross  Blood  Program 
all  culminated  in  a recognition  by  the  Medical 


Society  of  Delaware  in  1962  with  its  Distinguished 
Service  Award.  His  proposals  for  the  manage- 
ment of  cancer  in  Delaware  have  eventually  ma- 
terialized, although  at  a higher  cost  than  initially 
estimated  in  the  early  1930s. 

As  the  first  really  full  time  and  really  well- 
trained  pathologist  in  Delaware,  he  was  a trea- 
sure who  was  greatly  appreciated  by  all  who  came 
into  contact  with  him  both  professionally  and 
socially.  His  work  brought  him  into  close  contact 
with  many  physicians  over  a long  life  time  and 
began  a period  which  ultimately  saw  every  hospi- 
tal with  a full  time  pathologist  on  its  staff.  In 
recent  years  their  number  has  increased  geo- 
metrically. The  only  thing  I don’t  know  is  how  we 
were  so  fortunate  as  to  have  Dr.  Gay  come  to 
Wilmington  in  the  first  place. 

His  wife  of  57  years,  Catherine  Bell  Mackenzie 
Gay  died  in  1981.  He  is  survived  by  a sister,  Helen 
Moody  of  East  Glenbury,  Connecticut,  and  two 
nephews.  Memorial  services  were  held  at 
Cokesbury  Village,  Loveville  Road,  Hockessin  on 
Friday,  October  25,  1991. 

Norman  L.  Cannon,  M.D 


FOR  SALE 

Medical  Office  Sites  (2)  - 600  yards  from  Christiana  Hospital 

Zoned  0 - 1 

Site  #1  - .95  acres  - $239,400 
Site  #2  - 1.0  acres  - $252,000 
(May  be  purchased  as  a single  site) 

American  Heart  Association  (Attn:  Richard  Jorgensen) 

4-C  Trolley  Square 
Wilmington  Delaware  19806 
(302)  654-5269 
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PROCEEDINGS 
OF  THE 

MEDICAL  SOCIETY  OF  DELAWARE 
HOUSE  OF  DELEGATES,  1991 

PARTI 


The  20‘2nd  Annual  Meeting  of  the  House  of  Del- 
egates of  the  Medical  Society  of  Delaware  was 
called  to  order  at  the  Delaware  Academy  of  Medi- 
cine Building,  Wilmington,  Delaware,  on  Friday, 
November  15,  1991,  at  1:30  p.m.  with  Ali  Z. 
Hameli,  M.D.,  President,  presiding. 

A quorum  was  declared. 

A motion  was  made,  seconded,  and  approved 
to  adopt  the  Proceedings  of  the  1990  session. 

Doctor  Hameli  presented  the  Report  of  the 
President.  He  then  turned  the  meeting  over  to 
Roger  B.  Thomas,  Jr.,  M.D.,  Speaker  of  the  House 
of  Delegates  for  the  reports  of  the  Reference 
Committees. 


REPORTS  OF  THE  OFFICERS 


REPORT  OF  THE  PRESIDENT 

It  has  been  an  honor  and  a privilege  for  me  to 
serve  as  the  President  of  the  Medical  Society  of 
Delaware.  I am  pleased  to  report  that  our  Society 
has  had  a fairly  successful  and  productive  year. 
This  became  possible  through  the  active  partici- 
pation of  many  of  our  members  who  devoted  their 
time  and  effort  to  various  activities  of  the  Society. 
Our  interaction  with  the  various  sectors  of  soci- 
ety, including  government,  has  been  positive.  I 
would  like  to  summarize  the  highlights  of  the 
Society’s  activities  in  the  ensuing  paragraphs  of 
this  report. 


AMA  Negotiations 

In  the  face  of  a deficit  budget  of  nearly  $ 100,000 
for  fiscal  year  1991,  negotiations  with  the  AMA 
for  financial  support  were  begun  shortly  after  our 
Annual  Meeting  last  year.  These  negotiations, 
which  I conducted,  have  been  successful,  with 
total  financial  support  of  over  $50,000  having 
been  received  from  the  AMA  this  year.  This 
amount,  which  is  nearly  twice  what  was  bud- 
geted, in  addition  to  the  PHICO  administrative 
fees  of  $40,000,  has  reduced  the  year-end  deficit 
projection  to  approximately  $30,000.  Thanks  to 
the  successes  of  our  wholly  owned  subsidiary, 
MSDIS,  dividends  of  $120,000  are  currently  in 
the  Society’s  treasury  and  are  earmarked  for  the 
1992  operating  budget.  The  fiscal  affairs  of  the 
Society  are  now  on  solid  footing,  and  a dues 
increase  will  not  be  needed  for  1992. 

PHICO  Endorsement  Agreement 

In  recognition  of  PHICO’s  longstanding  ser- 
vice to  the  Society  and  the  physicians  of  Dela- 
ware, the  Society  firmed  up  its  relationship  with 
the  company  this  year  through  the  successful 
negotiations  of  an  exclusive  endorsement  agree- 
ment. As  a result  of  this  agreement,  the  Society 
will  be  able  to  better  serve  its  members  through 
ongoing  risk  management,  underwriting  and 
claims  review  activities.  As  noted  above,  the  Soci- 
ety will  receive,  pursuant  to  an  agreement  nego- 
tiated by  me,  an  administrative  fee  in  the  amount 
of  $40,000  to  defray  the  costs  of  this  more  inten- 
sive activity  on  behalf  of  the  membership. 
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Ad  Hoc  Committee  on  Strategic  Planning 

To  date  43  responses  to  the  House  of  Del- 
egates strategic  planning  survey  have  been  re- 
ceived. The  following  summary  of  survey  re- 
sponses shows  the  most  frequently  rated  “Oppor- 
tunity Areas”  voted  by  the  Delegates  to  be  high 
priorities:  Representation/Advocacy  on  Medical 
Practice  (58  percent);  Advocacy  on  Professional 
Freedom  (34  percent);  Image/Identity  of  Physi- 
cians (27  percent);  Public  Health  (20  percent);  and 
Continuing  Medical  Education  (16  percent). 

Additional  input  into  the  strategic  plan  will 
be  sought  through  the  convening  of  two  regional 
membership  meetings.  You  will  be  hearing  more 
about  this  activity  as  the  strategic  planning  pro- 
cess progresses. 

Medical  Care  Guidelines 

After  learning  about  the  plans  for  implemen- 
tation of  guidelines  for  length  of  hospital  stays  by 
Blue  Cross  Blue  Shield  of  Delaware,  the  Kent 
County  Medical  Society  petitioned  the  Society  to 
take  immediate  action  and  a special  session  of  the 
House  of  Delegates  was  convened  in  June.  At  that 
meeting  the  Delegates  directed  the  Society  to 
work  with  Blue  Cross  Blue  Shield  to  adapt  the 
guidelines  to  Delaware  standards.  A special  com- 
mittee was  appointed  to  review  the  guidelines  for 
appropriateness  and  to  monitor  BCBSD’s  experi- 
ence since  implementation  of  the  guidelines  ear- 
lier this  spring.  The  committee  has  met  on  two 
occasions  with  officials  of  Blue  Cross  and  is  mak- 
ing progress  in  modifying  the  proposed  guide- 
lines, as  indicated. 

Legislative  Activities 

The  Society’s  legislative  activities  during  the 
current  session  include:  Society-sponsored  legis- 
lation to  provide  for  the  licensure  of  physician’s 
assistants;  the  introduction  of  Society-sponsored 
legislation  to  clarify  the  role  of  a physician’s  estate 
in  the  disposition  of  his  or  her  medical  records; 
and  enacted  seat  belt  legislation  on  which  I per- 
sonally testified  before  the  Senate.  Bills  currently 
pending  for  which  there  has  been  an  enormous 
opposition  by  the  Society  through  personal  testi- 
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mony  and  direct  communication  with  key  legisla- 
tors include:  a bill  to  allow  access  to  physical 
therapists  without  a physician’s  referral  and  a bill 
to  allow  prescriptive  privileges  by  optometrists. 
Over  the  summer  representatives  of  the  Medical 
Society  met  with  a committee  of  the  Bar  Associa- 
tion to  draft  Delaware’s  Death  With  Dignity  Bill, 
i.e.,  proposed  legislation  which  addresses  prima- 
rily the  issues  revolving  around  the  care  of  termi- 
nal patients  in  persistent  vegetative  state. 

Press  Conference  on  Smokers’  Rights  Bill 

At  the  direction  of  the  Board  of  Trustees,  the 
Society  convened  an  impressive  coalition  of  the 
state’s  health  organizations  for  the  purpose  of 
holding  a press  conference  in  opposition  to  H.B. 
248,  the  Smokers’  Rights  Bill.  The  press  confer- 
ence was  held  in  the  lobby  of  Legislative  Hall  on 
June  18th.  Although  the  bill  passed  the  House  in 
the  final  days  of  the  session  in  June,  the  Medical 
Society  will  continue  its  efforts  to  defeat  this  bill 
when  the  Legislature  reconvenes  in  January. 

HIV 

In  response  to  legislation  which  would  re- 
quire the  mandatory  screening  of  all  physicians 
for  HIV,  the  Society  has  proposed  a voluntary 
program  of  providing  assistance  to  physicians 
who  are  HIV  positive  through  the  Physicians’ 
Health  Committee.  Proposed  legislation  is  being 
drafted  for  introduction  in  next  year’s  legislative 
session.  Also,  the  Board  has  voted  to  support,  in 
concept,  a change  in  Delaware  laws  to  permit 
universal  screening  of  pregnant  women  for  syphi- 
lis and  HIV  infection  during  the  first  trimester 
and  at  the  time  of  delivery.  Subsequent  to  federal 
legislation  proposed  by  Senator  Helms  and  the 
published  CDC  guidelines  concerning  testing  of 
health  providers  for  HIV,  our  Public  Laws  Com- 
mittee met  and  drafted  proposed  legislation  which 
was  reviewed  by  the  Board  of  Trustees  at  its 
September  meeting.  The  Board  adopted  a motion 
in  support  of  the  draft  legislation  which  conform 
to  CDC  guidelines,  with  the  exception  that  the  list 
of  exposure  prone  procedures  would  be  developed 
using  local  data  and  that  HIV  testing  would  apply 
to  patients  as  well  as  health  care  professionals. 
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Delaware  Air  Force  Base 

When  the  Society  received  word  back  in  Feb- 
ruary that  the  U.S.  Air  Force  was  considering  the 
discontinuation  of  obstetrical  services  at  the  Do- 
ver Air  Force  Base,  I immediately  communicated 
with  our  Congressional  Delegation  in  Washing- 
ton, DC,  informing  them  of  the  critical  shortage  of 
obstetricians  in  Kent  County  and  urging  their 
assistance  in  objecting  to  this  proposal.  As  a 
result,  in  April  we  were  notified  that  the  decision 
was  made  to  continue  the  OB  service  at  the  base. 

RBRVS 

The  Medical  Society  closely  monitored  the 
preliminary  activities  surrounding  the  January 
1,  1992,  implementation  of  the  new  Medicare 
physician  fee  schedule.  The  Society  was  repre- 
sented in  special  meetings  called  by  the  Region  III 
office  of  HCFA  in  Philadelphia  to  discuss  the 
RBRVS  regulations  as  published  in  the  Federal 
Register  on  June  5.  The  Society  was  also  repre- 
sented on  the  Medicare  Physicians  Liaison  Group, 
which  was  formed  by  PA  Blue  Shield  to  provide 
medical  societies  advance  information  on  revised 
carrier  payment  policies  and  procedures  neces- 
sary to  implement  the  RBRVS  on  January  1st. 
Information  from  these  two  groups  was  shared 
with  the  Boai'd  of  Trustees  and  the  membership 
through  MSDNews  throughout  the  year. 

At  the  July  Board  of  Trustees  meeting,  the 
Board  authorized  a “call  to  action”  campaign  to 
alert  the  membership  of  the  proposed  16  percent 
reduction  in  the  Medicare  physician  fee  schedule 
to  be  implemented  January  1,  1992.  Tine  cam- 
paign consisted  of:  issuing  an  immediate  alert  to 
all  physicians  in  Delaware,  urging  them  to  corre- 
spond with  their  Senators  and  Congressman; 
mobilizing  the  Auxiliary  telephone  bank  to  per- 
sonally call  all  Delegates  and  Alternates;  a per- 
sonal letter  from  me  to  our  Congressional  Delega- 
tion; lead  article  in  MSDNews: personal  meeti ngs 
with  Congressional  Delegation  by  MSD  Repre- 
sentatives. 

The  above  call  to  action  was  carried  out  as 
planned,  including  a trip  to  Washington  D.C.  on 
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July  31st  to  meet  with  our  Congressional  Delega- 
tion to  solicit  their  support  in  our  protest  of  the  16 
percent  fee  schedule  reduction.  Joining  me  were 
Doctors  Daniel  A.  Alvarez,  William  H.  Duncan, 
Stephen  S.  Grubbs,  Paul  E.  Howard,  and  Stephen 
R.  Permut,  Auxiliary  Representative  Jackie 
Alvarez  and  Executive  Director  Mark  A.  Meister 
in  meetings  with  Congressman  Carper  and  staff 
representatives  for  Senators  Biden  and  Roth.  In 
each  instance,  Society  representatives  were  as- 
sured that  our  Congressional  offices  would  con- 
tact DHHS  Secretary  Sullivan  and  HCFA  Admin- 
istrator Willensky,  objecting  to  the  proposed  fee 
reductions. 

The  Medical  Society  along  with  the  rest  of  the 
federation  scored  an  initial  victory  through  its 
aggressive  call  to  action  campaign.  Total  written 
responses  received  by  HCFA  on  this  issue  set  an 
all  time  record  at  over  95,000,  more  than  twice  the 
amount  of  comments  on  any  other  issue.  While 
HCFA  decided  to  back  down  on  part  of  the  pro- 
posed 16  percent  reduction  in  fees  and  restore 
$6.9  billion  that  would  have  been  cut  from  physi- 
cian payments  over  the  next  five  years,  it  appears 
that  the  Administration  is  standing  firm  in  its 
insistence  that  the  fee  schedule  be  reduced  on  the 
basis  of  an  assumed  increase  in  services,  referred 
to  as  the  “behavioral  offset.”  The  Medical  Society 
has  responded  by  asking  our  Congressional  Rep- 
resentative and  Senators  to  cosponsor  legislation 
introduced  by  Rep.  Pete  Stark  and  Senators 
Rockefeller  and  Durenberger  to  bring  a legisla- 
tive remedy  to  this  problem.  To  date,  over  280 
Members  of  the  House  of  Representatives  and  33 
Senators  have  agreed  to  cosponsor  this  legisla- 
tion. 

National  Governors’  Association  Panel  on 
Health  Care  Cost  Containment 

The  first  of  four  panel  discussions  on  health 
care  issues  was  held  in  Wilmington  in  August. 
The  series  of  panel  discussions  convened  by  the 
N ational  Governors’  Association  provided  th  e basi  s 
for  the  health  reform  policies  that  the  NGA  rec- 
ommended to  the  Bush  Administration  in  Sep- 
tember. I had  the  opportunity  to  represent  the 
Medical  Society  and  provide  remarks  before  the 
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panel,  outlining  possible  solutions  to  the  health 
care  cost  dilemma. 

DIMER 

I represented  the  Medical  Society  at  a press 
conference  called  by  Governor  Castle  to  announce 
the  “second  generation  of  strategies”  for  the 
DIMER  program  in  Delaware.  The  initiatives  of 
Health  Access  Delaware  were  featured  in  my 
remarks. 

Claymont  Health  Service 

A dedication  ceremony  on  October  1st  at  the 
Claymont  Community  Center  culminated  four 
years  of  effort  by  the  Society  in  establishing  the 
Claymont  Health  Service.  The  result  of  a collabo- 
rative effort  by  the  Society,  the  Claymont  Com- 
munity Center,  the  Delaware  Division  of  Public 
Health  and  a grant  from  the  Delaware  Health 
Care  Commission,  the  Claymont  Health  Service 
opened  its  doors  on  July  15  and  has  cared  for  over 
230  patients  to  date.  The  clinic  is  staffed  bv 
community  physicians  from  Wilming-ton  and 
northern  New  Castle  County.  More  than  40  phy- 
sicians are  volunteering  at  the  clinic  and  another 
30  physicians  have  agreed  to  see  clinic  patients  on 
a referral  basis.  Governor  Castle,  DHSS  Secre- 
tary Thomas  P.  Eichler  and  I participated  at  a 
press  conference  and  ribbon  cutting  ceremony  on 
October  1st  to  announce  the  opening  of  the 
Claymont  Health  Service. 

Health  Access  Delaware 

Access  to  needed  medical  care  for  the  70,000 
Delawareans  with  nohealth  insurancehasreached 
a critical  stage.  To  address  the  myriad  of  issues 
surrounding  this  public  health  priority,  I called 
for  the  formation  of  Health  Access  Delaware,  an 
important  new  task  force  comprised  of  the  leaders 
of  the  medical  profession  in  Delaware.  Health 
Access  Delaware  is  not  intended  to  be  a short- 
term fix  to  this  complex  problem,  but  rather  an 
initiative  through  which  physicians  can  assert  a 
leadership  role  in  finding  long-term,  practical 
solutions  for  the  betterment  of  all  Delawareans. 
Health  Access  Delaware  is  off  to  a good  start  and 
is  establishing  itself  as  a meaningful  participant 
in  addressing  access  to  appropriate  health  care 
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for  the  state’s  uninsured  and  underinsured.  The 
Medical  Society  of  Delaware  is  well  represented 
in  this  vital  issue  requiring  physician  input  and 
involvement. 

As  we  look  back  at  the  various  activities  of  the 
Society,  one  could  conclude  that  as  an  organiza- 
tion, we  have  had  a very  good  year.  I would  like  to 
express  my  appreciation  to  all  of  you  for  your 
valuable  input.  I specifically  would  like  to  express 
my  gratitude  to  the  members  of  the  Board  of 
Trustees,  the  committee  chairmen,  and  all  who 
played  an  active  role  in  making  this  past  year  a 
success.  Certainly,  the  activities  of  the  Medical 
Society’s  Auxiliary  deserve  recognition  and 
thanks.  I would  also  like  to  thank  the  staff  who 
worked  very  hard  in  carrying  out  the  daily  func- 
tions of  the  Society.  My  special  thanks  to  Beverly 
Dieffenbach  and  Mark  Meister  for  their  diligence 
and  devoted  service  to  the  successful  implemen- 
tation of  the  activities  of  the  Society  as  mandated 
by  the  officers  and  the  Board  of  Trustees. 

All  Z.  Hameli,  M.D. 

President 

(The  report  was  filed  with  congratulations 
to  Dr.  Hameli  and  a note  of  special  recogni- 
tion to  the  membership  in  southern  Dela- 
ware regarding  the  Special  House  of  Del- 
egates Meeting  which  they  promoted.) 

PRESIDENT-ELECT 

During  this  past  year  as  President-Elect  of  the 
Medical  Society  of  Delaware,  I have  tried  to  be 
primarily  involved  in  understanding  and  learn- 
i ng  the  worki  ngs  of  the  Medical  Society  in  order  to 
define  goals  for  the  next  year  and  the  means  by 
which  to  accomplish  them. 

A major  part  of  this  plan  has  included  involve- 
ment, with  the  Strategic  Planning  Committee, 
which  has  suggested  various  avenues  of  approach 
for  the  Medical  Society  now  and  within  the  future. 
I have  come  to  realize  over  the  past  year  that  our 
prime  goal  must  be  increasing  the  participation  of 
our  membership  in  the  activities  of  the  Medical 
Society  and  hopefully  I will  be  able  to  present  to 
you,  within  the  near  future,  the  institution  of 
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several  programs  to  increase  the  participation  of 
our  members. 

As  a member  of  the  Health  Access  Task  Force, 
I have  chaired  the  subcommittee  on  increasing 
participation  of  the  physicians  in  Delaware  in 
caring  for  the  large  uninsured  population.  As  a 
result  ofthe  activities  of  this  subcommittee,  HCFA 
is  currently  processing  our  request  for  a waiver  of 
the  Medicare  co-pay  for  certified  poverty  patients 
such  as  those  covered  under  the  Nemours  Foun- 
dation. 

I hope  to  be  in  a position  over  the  next  year  to 
increase  the  participation  of  our  membership  in 
the  activities  of  the  Society.  In  addition,  I plan  to 
have  the  officers  of  the  Medical  Society,  specifi- 
cally the  President-Elect  and  the  Vice-President, 
become  actively  involved  on  a day-to-day  basis 
with  Medical  Society  activities. 

James  P.  Marvel,  Jr.,  M D. 

President-Elect 

(The  report  was  filed.) 

VICE  PRESIDENT 

My  duties  as  Vice  President  of  the  Medical  Society 
of  Delaware  during  the  past  year  have  included 
chairing  the  Physicians’  United  Way  Campaign, 
participating  in  legislative  affairs,  and  serving  as 
chairman  of  the  Subcommittee  on  Primary  Care 
Physician  Access. 

The  Subcommittee  on  Primary  Care  Physi- 
cian Access  is  one  of  two  subcommittees  of  the 
Health  Access  Delaware  Task  Force  formed  by 
Society  President  Ali  Z.  Hameli  to  address  access 
to  medical  care  in  our  state.  The  subcommittee’s 
charge  is  to  identify  solutions  to  the  apparent 
shortage  of  primary  care  physicians  in  Delaware, 
with  particular  emphasis  on  those  solutions  in 
which  participation  by  the  Medical  Society  could 
complement  existing  efforts. 

So  far  there  have  been  three  meetings  of  the 
subcommittee.  The  group  has  discussed  the  fol- 
lowing concepts:  i nnovative  teaching  experiences 
to  provide  downstate  Delaware  with  an  academic 
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link  to  major  teaching  institutions;  loan  repay- 
ment plans  and  other  inducement  programs; 
DIMER  initiatives  to  generate  interest  to  practice 
in  Delaware;  industry  initiatives;  and  projects 
such  as  the  Medical  Society  of  Delaware’s 
Claymont  Community  Center.  At  the  last  meet- 
ing, representatives  from  the  Delaware  Health 
Care  Commission,  the  Health  Resource  Manage- 
ment Council,  and  Thomas  Jefferson  University 
were  invited  to  i ncrease  the  subcommittee’s  aware- 
ness of  other  initiatives  in  the  area. 

One  tangible  recommendation  by  the  sub- 
committee is  the  formation  of  a Speakers’  Bureau 
to  promote  primary  care  as  a medical  career  to 
students  in  all  levels  of  the  educational  system 
and  to  address  the  economic  impact  of  this  issue 
to  business  leaders  in  Delaware.  The  subcommit- 
tee recommends  that  a formal  presentation  be 
developed  for  community  service  organizations 
such  as  Rotary  clubs  to  promote  the  need  for  well 
designed  programs  of  financial  incentives  for 
primary  care  physician  recruitment  and  reten- 
tion. 

I have  enjoyed  my  year  as  Vice  President  and 
look  forward  to  working  with  Dr.  James  P.  Marvel 
during  the  coming  year. 

Stephen  R.  Permut,  M.D. 

Vice  President 

(The  report  was  filed.) 

REPORT  OF  THE  SECRETARY 

The  Society’s  Board  of  Trustees  has  held  10  meet- 
ings during  the  past  year.  All  business  transacted 
by  the  Society  has  been  recorded  in  the  minutes  as 
presented  by  the  Secretary.  The  Medical  Society’s 
committees  have  also  held  numerous  meetings 
throughout  the  year,  and  minutes  are  on  file  in 
the  office  ofthe  Society. 

The  Society  was  a sponsor  or  co-sponsor  for 
various  programs  during  the  past  year  including: 

Delaware  Continuing  Medical  Education  for 

Physicians  1990-1991  at  Beebe  Medical  Cen- 
ter, Kent  General  Hospital,  Milford  Memo- 
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rial  Hospital,  Nanticoke  Memorial  Hospital, 
and  Riverside  Hospital,  with  Jefferson  Medi- 
cal College 

Geriatric  Medicine  Symposium  on  December 
4,  1990,  at  the  Delaware  Academy  of  Medi- 
cine, with  the  Delaware  Academy  of  Family 
Physicians  and  the  Medical  Center  of 
Delaware’s  Department  of  Family  Medicine 
and  Department  of  Medicine. 

Risk  Prevention  Skills  for  Physicians  on  J anu- 
ary  23,  1991,  in  Wilmington  and  January  24, 
1991,  in  Dover,  with  PHICO  Insurance  Com- 
pany and  Jefferson  Medical  College 

CNA’s  Initial  Risk  Management  Loss  Control 
Program,  several  three-hour  sessions  in  Do- 
ver and  Wilmington 

Eastern  Shore  Medical  Symposium  June  17- 
21,  1991,  in  Lewes,  with  Jefferson  Medical 
College  and  the  University  of  Delaware 

Physician/Clergy  Breakfaston  June  27, 1991, 
in  New  Castle 

Pain  Management:  A Rational  Approach  on 
November  2nd  at  the  Delaware  Academy  of 
Medicine,  with  Jefferson  Medical  College,  the 
Delaware  Pharmaceutical  Society,  and  the 
Delaware  Nurses’  Association 

Risk  Management  Seminar  on  December  6 
and  December  7, 1990,  at  the  Delaware  Acad- 
emy of  Medicine,  with  Princeton  Insurance 
Company 

Delaware  Tobacco  & Health  Conference:  Strat- 
egies for  Prevention,  Cessation  and  Control 
on  March  19,  1991,  at  the  Dover  Sheraton 
Inn,  sponsored  by  Delaware  Health  and  So- 
cial Services,  Division  of  Public  Health  with 
the  Governor’s  Council  on  Lifestyle  and  Fit- 
ness and  Jefferson  Medical  College 

Forum  on  Health  Care:  Building  a Better 
Health  Care  System  on  September  6,  in  Do- 
ver, with  AARP,  Delaware  Division  of  Aging, 
and  various  community  organizations 
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“Seniors’  Beach  Day  Wellness  Fair”  on  Sep- 
tember 20, 1991,  in  Rehoboth  Beach,  with  the 
Delaware  Division  of  Aging 

The  Medical  Society  of  Delaware  is  accredited 
by  the  Accreditation  Council  for  ContinuingMedi- 
cal  Education(ACCME)  to  sponsor  continuing 
medical  education  for  physicians.  A complete  list 
of  the  programs  awarded  Category  1 credit  is  on 
file  in  the  office  of  the  State  Medical  Society. 

A comparison  of  the  Society’s  membership  in 
1991  and  1990  follows: 


1991  Membership* 


Dues- 

Dues- 

Daviner 

exempt 

Total 

Kent 

87 

18 

105 

New  Castle 

721 

193 

914 

Sussex 

128 

_22 

936 

234 

1,170 

*As  of  10/16/91.  Figures  do  notinclude  14  pending 
applications. 


1990  Membership** 


Dues- 

Dues- 

Davinsr 

exempt 

TfttaJ 

Kent 

89 

17 

106 

New  Castle 

696 

204 

900 

Sussex 

127 

21 

148 

912 

242 

1,154 

**Figures  did  not  include  12  pending  applica- 
tions. 

A complete  report  of  the  Proceedings  of  the 
1991  House  ofDelegates  will  appear  in  the  Janu- 
ary 1992  and  February  1992  issues  of  the  Dela- 
ware Medical  Journal.  The  report  will  also  be  on 
file  in  the  office  of  the  State  Medical  Society. 

Carol  A.  Tavani,  M.D. 

Secretary 


Del  Med  Jrl,  January  1992,  Vol  64,  No  1 


(The  report  was  filed  with  a recommenda- 
tion for  better  communication  of  medically 
related  news  to  members.) 


TREASURER’S  REPORT 

The  1991  fiscal  year  of  the  Medical  Society  of  are 
will  end  with  a small  deficit.  This  deficit  is  much 
less  than  had  been  anticipated  in  the  beginning  of 
the  year.  The  deficit  projected  was  $96,865.  This 
resulted  from  the  Board’s  policy  that  MSDIS 
dividends  should  not  be  recognized  as  operating 
revenue  in  the  year  in  which  they  are  received. 
This  is  because  dividends  were  unknown  and 
difficult  to  predict  as  well  as  not  being  received 
until  the  third  quarter  of  our  year.  This  policy 
along  with  a proposed  dues  increase  last  year  was 
intended  by  the  Trustees  to  gradually  decrease 
the  Society’s  dependence  upon  dividend  income 
and  other  outside  sources  of  revenue  for  opera- 
tions. The  House  of  Delegates’  rejection  of  the 
proposed  dues  increase,  however,  left  the  operat- 
ing budget  with  a large  potential  deficit  as  men- 
tioned above. 

The  projected  deficit  at  this  point  in  the  year, 
however,  is  approximately  $30,000.  The  reasons 
for  this  are  two-fold  primarily.  First,  Dr.  Hameli 
was  successful  in  negotiatingan  additional  amount 
of  approximately  $20,000  in  financial  assistance 
from  the  AMA.  Secondly,  Dr.  Hameli  also  negoti- 
ated an  exclusive  endorsement  agreement  with 
PHICO,  resulting  in  a payment  of  $40,000  in 
administrative  fees  to  defray  the  costs  of  lisk 
management  activities  as  well  as  claims  and 
underwriting  review. 

Expenses  for  1991  are  running  according  to 
budget  except  for  a few  computer  upgrades  and 
improvements.  Part  of  this  expenditure  will  be 
shared  by  the  New  Castle  County  Medical  Soci- 
ety, which  shares  the  computer  with  us. 

In  summary,  we  will  be  operating  in  a deficit 
posture  for  1991.  However,  it  is  much  less  than 
originally  anticipated,  as  described  above.  In  the 
future  year,  and  hopefully  years  to  come,  we  will 
have  the  dividend  from  MSDIS  available  for  use, 
which  should,  for  the  immediate  future,  eliminate 
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the  situation  of  our  being  in  a deficit  and  allow  us 
more  accurate  budget  planning.  Fiscal  restraint 
will  also  be  needed  on  a continuing  basis,  as  has 
already  been  done. 

Garth  A.  Koniver,  M.D. 

Treasurer 

(The  report  was  filed  with  the  following 
attachments.) 


Independent  Auditor’s  Report 
Board  of  Directors 
Medical  Society  of  Delaware 
Wilmington,  Delaware 

We  have  audited  the  accompanying  consolidated 
balance  sheet  of  the  Medical  Society  of  Delaware 
& Subsidiaries  as  of  December  31,  1990,  and  the 
related  consolidated  statements  of  revenue  and 
expenses,  and  changes  in  fund  equity,  and  the 
consolidated  statement  of  changes  in  financial 
position  for  the  year  then  ended.  These  financial 
statements  are  the  responsibility  of  the  Society’s 
management.  Our  responsibility  is  to  express  an 
opinion  on  these  financial  statements  based  on 
our  audit. 

We  conducted  our  audit  in  accordance  with 
generally  accepted  auditing  standards.  Those  stan- 
dards require  that  we  plan  and  perform  the  audit 
to  obtain  reasonable  assurance  about  whether  the 
financial  statements  are  free  of  material  mis- 
statement. An  audit  includes  examining,  on  a test 
basis,  evidence  supporting  the  amounts  and  dis- 
closures in  the  financial  statements.  An  audit  also 
includes  assessingtheaccountingprinciples  used 
and  significant  estimates  made  by  management, 
as  well  as  evaluating  the  overall  financial  state- 
ment presentation.  We  believe  that  our  audit 
provides  a reasonable  basis  for  our  opinion. 

In  our  opinion,  the  financial  statements  re- 
ferred to  above  present  fairly,  in  all  material 
respects,  the  financial  position  of  the  Medical 
Society  of  Delaware  & Subsidiaries  as  of  Decem- 
ber 31,  1990,  and  the  results  of  its  operation  and 
its  changes  in  financial  position  for  the  year  then 
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MEDICAL  SOCIETY  OF  DELAWARE 
TREASURER’S  REPORT 
FOR  10  MONTHS  ENDING  OCTOBER  31,  1991 

1991 

BUDGET 


REVENUE 


ACTUAL 
AS  OF  10/31 


MEMBERSHIP  DUES  $209,058.00 

SERVICES  17,291.00 

INTEREST/DIVIDENDS  16,200.00 

EDUCATION  FUND  18,000.00 

CONTRIBUTION  FROM  RESERVES  96,865.00 

TOTAL  REVENUE  5357,414.00 


$205,614.46 

55,730.72 

25,696.48 

14,606.11 

0.00 

$301,647.77 


EXPENSES 


PERSONNEL 

$230,594.00 

$196,632.87 

BOARD  AND  COMMITTEES 

16,000.00 

10,469.33 

INSURANCE 

4,801.00 

4,661.50 

LEGAL  COUNSEL 

10,000.00 

7,308.86 

ACCOUNTING/AUDIT 

5,500.00 

5,050.00 

PUBLIC  RELATIONS 

21,360.00 

20,502.75 

OFFICE  SPACE 

10,467.00 

8,521.44 

OFFICE  SUPPLIES 

3,918.00 

1,812.95 

TELEPHONE 

3,116.00 

2,239.45 

POSTAGE 

11,100.00 

10,074.06 

PR  I NTI NG/PHOTOCOP  Y 

3,788.00 

9,025.15 

EQUIPMENT 

8,970.00 

7,521.13 

TRAVEL 

15,000.00 

7,105.34 

NEWSLETTER 

4,500.00 

3,635.85 

DUES/CONTRIBUTIONS 

1 ,000.00 

475.00 

SUBSCRIPTIONS 

600.00 

585.88 

AUXILIARY 

3,500.00 

3,500.00 

DMJ  DUES  EXEMPT 

1 ,900.00 

1,870.00 

PHYSICIAN  HEALTH  PHONE 

500.00 

577.65 

EMPLOYEE  RECRUITMENT 

450.00 

0.00 

MISCELLANEOUS 

350.00 

78.56 

TOTAL  EXPENSES 

$357,414.00 

$301,647.77 

SURPLUS  (DEFICIT) 

$0.00 

$0.00 

ended  in  conformity  with  generally  accepted  ac- 
counting principles. 

Our  audit  has  been  made  primarily  for  the 
purpose  of  forming  the  opinion  stated  in  the 
precedingparagraph.Theadditional  information 


contained  in  this  report  is  presented  for  purposes 
of  additional  analysis  and  is  not  a required  part  of 
the  basic  financial  statements.  Such  information 
has  been  subjected  to  the  auditing  procedures 
applied  in  the  audit  of  the  basic  financial  state- 
ments and,  in  our  opinion,  is  fairly  stated,  in  all 
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BANKING  AND  INVESTMENT 
ACCOUNT  BALANCES 
AS  OF  OCTOBER  29,  1991 

CASH  IN  BANK 
PETTY  CASH 

$4,799.96 

157.05 

TOTAL  CASH 

$4,957.01 

INVESTMENTS 
GENERAL  FUND 
JOURNAL 
PORTFOLIO 

OPERATING  ACCOUNT  (1992) 

$179,157.84 

14,886.84 

143.664.47 

120.130.48 

TOTAL  INVESTMENTS 

$457,839.63 

RESTRICTED  FUNDS 
BENEVOLENCE  FUND 
MEDICAL  BENEFIT  FUND 
BUILDING  FUND 
EDUCATION  FUND 

$26,390.96 

13,423.91 

144,091.55 

3,551.88 

TOTAL  RESTRICTED 

$187,458.30 

FUND  ACCOUNT  BALANCES 
AS  OF  OCTOBER  29,  1991 

HEALTH  INS  PROGRAM 
INSURANCE  - PHC  1991-92 

SI  78,598.65 

TOTAL  INSURANCE 

SI  78,598.65 

1990  ANNUAL  MEETING 
REVENUES 
EXPENSES 

$37,395.00 

3,517.21 

FUND  BALANCE 

$33,877.79 

CME 

REVENUES 

EXPENSES 

$29,540.00 

12,738.45 

FUND  BALANCE 

$16,801.55 

material  respects,  in  relation  to  the  basic  financial 
statements  taken  as  a whole. 

Haggerty  & Haggerty 
Certified  Public  Accountant 
March  15,  1991 
Wilmington,  Delaware 
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REPORTS  OF  THE  AMA  DELEGATES 

The  1990  Interim  Meeting  Report  was  published 
in  the  March  1991  issue  of  the  Delaware  Medical 
Journal.  The  1991  Annual  Meeting  Report  was 
published  in  the  September  1991  issue  of  the 
Delaware  Medical  Journal. 

(The  reports  were  filed  with  a note  from  the 
Reference  Committee  that  there  was  a spir- 
ited and  long  discussion  concerning  AIDS 
testing  for  physicians  and  patients.  The 
Reference  Committee  recommended  that 
the  Board  review  the  Society's  position  on 
physician  testing,  which  is  voluntary,  with 
disclosure  when  positive  to  patients  under- 
going exposure  from  procedures.  But  there 
was  concurrence  that  physicians  should 
have  the  right  to  expect  that  patients  un- 
dergoing exposure-prone  procedures  un- 
dergo HIV  testing.) 


KENT  COUNTY  MEDICAL  SOCIETY 


1 am  pleased  to  inform  you  that  the  activities  of 
the  Kent  County  Medical  Society  over  the  past 
year  included  the  four  quarterly  meetings,  held  in 
February,  May,  August  and  November.  The 
present  officers  of  the  Medical  Society  are: 


Stephen  G.  Cooper,  M.D. 
Lamberto  Arellano,  M.D. 
Daniel  Wehner,  M.D. 
Joseph  Rubacky,  D.O. 


President 
Vice  President 
Treasurer 
Secretary 


With  the  collection  of  current  dues  from  the 
members,  the  Kent  County  Medical  Society  has 
been  solvent  during  the  last  year. 

The  delegates  to  the  Medical  Society  of  Dela- 
ware have  not  changed.  There  has  been  one  QA 
problem  that  has  been  forwarded  to  the  Kent 
County  Medical  Society  recently  which  is  still 
ongoing.  Otherwise,  no  other  current  activity  is 
planned. 


Stephen  G.  Cooper,  M.D. 

President 


(The  report  was  filed.) 
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NEW  CASTLE  COUNTY 
MEDICAL  SOCIETY 

The  New  Castle  County  Medical  Society  held  four 
regular  membership  meetings  during  the  past 
year.  Topics  included  estate  planning,  the  Du 
Pont  Company’s  new  Utilization  Review  Pro- 
gram, discussion  of  a malpractice  case  and  physi- 
cian payment  reform. 

Mr.  Anthony  R.  D’Amato,  Jr.,  C.P.A.,  pre- 
sented a detailed  discussion  on  estate  planning 
which  included  several  case  studies.  Estate  plan- 
ninghelps  individuals  preserve  assets  so  they  will 
be  passed  on  to  their  heirs.  He  emphasized  that  a 
good  estate  plan  minimizes  the  effects  thatfederal 
estate  taxes,  executor’s  fees  and  state  taxes  will 
have  on  an  individual’s  assets. 

Mr.  David  Helms  reviewed  the  Du  Pont 
Company’s  new  Utilization  Review  Program.  He 
noted  that  the  Company’s  health  care  costs  have 
drastically  increased  since  1 973.  The  Healthwise 
Utilization  Review  Program  was  developed  to 
help  manage  these  increases  in  health  care  costs. 
Representatives  from  the  Program  outlined  the 
review  criteria.  Key  features  of  the  program  in- 
clude hospital  precertification,  concurrent  stay 
review,  individual  case  management  and  patient 
advice. 

Tine  Delaware  Physicians  Insurance  Purchas- 
ing Group  presented  a program  on  a medical 
malpractice  case  which  was  approved  for  CME 
credit.  The  panel  outlined  how  a medical  malprac- 
tice case  is  litigated.  The  traditional  approach 
includes  a review  of  the  case  by  the  malpractice 
insurer’s  claims  reviewer,  the  assignment  of  a 
defense  attorney,  the  selection  of  expert  wit- 
nesses, an  analysis  of  the  case  by  those  individu- 
als, and  a decision  whether  to  settle  the  case  or  go 
to  trial.  The  Insurance  Group  amplifies  this  ap- 
proach through  assignment  of  a case  manager, 
assessment  of  the  clinical  and  emotional  aspects 
of  the  case  and  assignment  of  a clinical  manager 
if  necessary. 

Ms.  Jean  Gray,  Region  III  Physician  Pay- 
ment Reform  Coordinator,  HCFA,  presented  a 
brief  overview  ofthe  legislative  changes  related  to 
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the  new  RBRVS  payment  schedule  for  Medicare 
patients.  These  changes  will  be  implemented  in 
January  1992.  She  also  reviewed  the  fee  schedule 
which  will  be  phased  in  through  1996. 

The  Board  of  Directors  also  held  regular 
monthly  meetings  during  the  past  year.  Standing 
Committees  were  also  active  throughout  the  year. 
Since  November  1990,  47  new  applicants  were 
reviewed  and  accepted  for  membership  in  the 
Society. 

Richard  T.  D’ Alonzo,  M.D. 

President 

(The  report  was  filed.) 

SUSSEX  COUNTY  MEDICAL  SOCIETY 

There  have  been  four  meetings  of  the  Sussex 
County  Medical  Society  this  year.  During  the 
January  meeting,  new  officers  were  elected.  At 
that  meeting,  Dr.  M.  Naslund  discussed  manage- 
ment of  urinary  tract  infections. 

In  March,  new  officers  were  installed,  and  Dr. 
William  Holloway  spoke  about  AIDS  and  other 
sexually  communicable  diseases.  In  addition,  Dr. 
Roberta  Burns  updated  the  members  on  the  HIV 
Wellness  Clinic  in  Sussex  County. 

At  the  June  meeting,  Dr.  Ali  Hameli  de- 
scribed his  role  as  pathologist  in  the  Joseph 
Mengele  case. 

In  September,  Dr.  Stephen  Permut  and  Dr. 
Ben  Corballis  with  Peter  Shanley,  Esq.,  and  War- 
ren Burt,  Esq.,  presented  “Anatomy  of  a Medical 
Malpractice  Case:  an  Intra-Professional  Ap- 
proach.” 

During  the  year,  ten  new  members  were 
elected  to  the  Medical  Society  of  Delaware  from 
Sussex  County. 

Stuart  A.  Narrod,  M.D.,  Ph.D. 

President 

(The  report  was  filed.) 
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REPRESENTATIVE  TO  THE 
DELAWARE  ACADEMY  OF  MEDICINE 

The  Academy’s  Lewis  B.  Flinn  Library  continues 
to  expand  its  services  to  meet  the  needs  of  our 
members  and  the  public.  The  Library’s  staff  pro- 
vides a full  range  of  library  services  including: 
reference  service,  computer  searching  through 
various  databases,  interlibrary  loan  services, 
photocopying  and  faxing,  and  discounts  on  book 
purchases  and  journal  binding.  The  Library  staff 
filled  10,213  interlibrary  loan  requests  and  con- 
ducted 1,240  computer  searches  during  1990. 
Our  Circuit  Riding  Medical  Library  Program 
(CRML)  offers  health  sciences  library  services  to 
various  health  care  institutions  on  a contractual 
basis.  A Circuit  Librarian  from  the  Academy 
visits  the  institution,  determines  library  needs 
and  fills  requests  on  aregular  basis.  The  Academy 
currently  provides  CRML  services  to  the  follow- 
ing five  institutions:  Milford  Memorial  Hospital, 
The  HMO  of  Delaware,  MeadowWood  Hospital, 
Riverside  Hospital,  and  HCA  Rockford  Center. 

The  Library  received  a $25,000  grant  from 
the  National  Library  of  Medici  ne  to  provide  online 
computer  training  to  the  Delaware  Division  of 
Public  Health  and  other  health-related  profes- 
sionals. To  date,  the  Library  staff  has  trained  97 
individuals  on  Grateful  Med  through  the  grant. 

Our  TEL-MED  Program  provides  the  public 
with  a valuable  source  of  information  on  medical, 
dental  and  other  health  related  subjects.  The 
system  consists  of  over  350  three-  to  five-minute 
tape-recorded  messages  which  are  easily  acces- 
sible by  telephone.  This  telephone  system  is  auto- 
mated and  is  now  available  statewide  through  a 
toll  free  800  telephone  number  for  Kent  and 
Sussex  Counties.  TEL-MED  is  provided  as  a 
public  service  to  the  community  and  averages 
6,000  calls  per  month. 

The  Academy’s  Student  Financial  Aid  Pro- 
gram helps  Delawareans  pursue  careers  in  medi- 
cine, dentistry  or  allied  health  fields  through  a 
revolving  loan  fund.  The  principal  emphasis  of 
the  program  is  directed  towards  medical  and 
dental  students.  During  1991,  29  students  re- 
ceived $77,500  in  loans.  The  Student  Financial 


60 


Aid  Committee  also  administers  DIMER  scholar- 
ships for  the  State  of  Delaware.  In  1991,  32 
students  received  $182,000  in  scholarships. 

The  Academy’s  monthly  calendar  of  medical 
and  dental  meetings  continues  to  be  distributed  to 
over  1,600  health  care  professionals  statewide.  It 
is  the  only  comprehensive  listing  of  continuing 
education  for  physicians  and  dentists.  We  are 
grateful  to  the  hospitals  and  the  medical  and 
dental  societies  for  their  cooperation  and  support. 

During  1990,  over  375  meetings  were  held  in 
the  Academy’s  auditorium  and  Conference  Cen- 
ter. The  primary  users  of  the  facility  were  the 
Medical  Society  of  Delaware,  Medical  Center  of 
Delaware,  New  Castle  County  Medical  Society 
and  Delaware  State  Dental  Society. 

The  Executive  Committee  and  Board  of  Di- 
rectors held  regular  meetings  to  discuss  the  man- 
agement of  the  Academy.  The  Academy  also  em- 
barked on  a major  Capital  GiftsCampaignin  1991 
with  a $500,000  goal. 

Leonard  P.  Lang,  M.D. 

Representative 

(The  report  was  filed.) 

REPORT  OF  THE  EXECUTIVE  DIRECTOR 

As  evidenced  by  the  wide  range  of  issues  ad- 
dressed in  this  handbook,  1991  has  been  a year 
accented  by  action  and  accomplishment. 

As  always,  the  Medical  Society  was  at  the 
forefront  of  legislative  developments  in  Dover 
through  the  review  of  over  90  pieces  of  health- 
related  legislation.  The  Medical  Society  felt  so 
strongly  about  the  “Smokers’  Rights  Bill”  that  it 
convened  an  impressive  coalition  of  the  state’s 
health  organizations  and  sponsored  a press  con- 
ference in  Legislative  Hall.  This  bill  would  have 
required  designated  indoor  smoking  areas  in  fa- 
cilities such  as  schools,  hospitals  and  physician 
offices.  The  Society  also  attracted  media  coverage 
this  past  year  through  a ribbon  cutting  and  dedi- 
cation ceremony  for  the  Community  Health  Ser- 
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vice,  a voluntary  health  project  staffed  by  physi- 
cian volunteers  of  the  Charitable  Services  Com- 
mittee. 

When  HCFA  announced  its  intention  to  defy 
the  Congressional  mandate  for  budget  neutrality 
and  impose  a 16  percent  reduction  in  fees  with  the 
January  1,  1992,  implementation  of  the  RBRVS, 
the  Society  quickly  mounted  an  aggressive 
grassroots  campaign.  A delegation  of  Medical 
Society  members  traveled  to  Washington,  D.C.  in 
July  to  meet  with  our  Congressional  Representa- 
tives and  staff  and  was  successful  in  gaining  their 
support.  Legislative  alerts  were  mailed  to  all 
physicians  in  the  state,  members  and  nonmembers 
alike,  urging  a letter  writing  campaign.  Thanks 
to  the  Auxiliary,  every  Delegate  was  contacted  via 
telephone  on  this  important  issue.  As  a result  of 
Delaware’s  efforts  and  similar  activities  through- 
out the  country,  HCFA  received  over  100,000 
responses,  more  than  twice  the  number  received 
on  any  single  issue  in  the  history  of  the  agency. 
Regardless  of  the  ultimate  outcome,  the  battle 
over  the  proposed  16  percent  RBRVS  reduction 
clearly  shows  that  we  can  achieve  results  when 
the  federation  of  medicine  rallies  its  members 
behind  a common  cause  with  unity  of  purpose. 

The  Society’s  Board  of  Trustees,  Committees 
and  administrative  staff  continue  to  respond  to 
the  converging  priorities  brought  about  by  the 
rapidly  changing  events  in  the  health  care  arena. 
The  strategic  planning  activity  begun  one  year 
ago  will  continue  to  identify  those  issues,  pro- 
grams and  activities  which  represent  the  most 
significant  opportunities  for  the  Society  and  its 
members,  with  the  end  result  being  greater  mem- 
bership value  for  your  dues  dollar.  With  the 
generous  financial  and  in-kind  support  from  the 
AMA  this  year,  a membership  recruitment  bro- 
chure was  developed  and  mailed  to  over  450  non- 
members in  the  state.  To  date,  the  response  to  this 
mailing  has  been  positive.  Tbe  theme  of  our 
membership  recruitment  campaign,  “Together, 
We  Make  the  Difference,”  becomes  more  certain 
with  each  day  that  passes.  Now  more  than  ever, 
non-medical  forces  are  intruding  into  the  practice 
of  medicine,  potentially  lowering  the  quality  of 
care  and  creating  bureaucratic  hassles  beyond 
reason.  It  is  in  this  environment  that  the  Medical 
Society  of  Delaware  can  and  must  make  the 
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difference.  “One  voice  can  be  heard.  But  many 
people  speaking  in  one  voice  cannot  be  ignored.” 

It  has  been  my  privilege  to  serve  as  your 
Executive  Director  this  past  year,  and  I wish  to 
thank  our  administrative  staff  for  their 
unwavering  support  and  dedication  to  the  Society 
and  the  medical  profession. 

Mark  A.  Meister 
Executive  Director 

(The  report  was  filed  with  special  commen- 
dation to  the  Executive  Director  and  his 
support  staff.) 

REPORTS  OF  THE 
STANDING  COMMITTEES 


BUDGET  COMMITTEE 

The  proposed  1991-1992  budget  reflects  a con- 
certed effort  by  the  Budget  Committee  to  stabilize 
expenditures  in  light  of  financial  uncertainties  in 
physician  incomes  due  to  the  current  economy. 
This  has  been  difficult  in  view  of  the  fact  that  some 
60  percent  of  the  budget  is  made  up  of  salaries. 
Since  1989,  there  has  been  an  increase  of  $50,000 
in  salaries  and  employee  benefits  which  has  been 
offset  by  an  increase  in  funds  received  from  MSDIS 
and  the  development  of  other  support  services. 

Up  until  the  present,  the  new  budgethas  been 
developed  by  taking  the  prior  year’s  budget  and 
adding  calculated  percentage  increases  to  ac- 
count for  increased  use  of  or  expense  of  services 
and  salaries.  The  use  of  a zero-based  budget  was 
recommended  by  several  board  members.  With 
this  method,  each  and  every  expenditure  is  indi- 
vidually reviewed  and  justification  for  the  expen- 
diture and  the  amount  is  made.  The  Chair  feels 
this  worthy  of  consideration  in  the  future. 

The  current  budget  is  based  on  the  following 
assumption: 

1)  Dues  revenues  based  on  950  members  at  the 

current  dues  rate; 
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2)  Dividend  revenue  is  budgeted  at  $120,000, 
consistent  with  MSDIS  dividends  received  in 
the  current  year; 

3)  A $40,000  negotiated  payment  from  PHICO 
Insurance  Company  obtained  by  Dr.  Ali 
Hameli  for  risk  management  services; 

4)  A cost  of  living  salary  increase  of  5 percent 
was  budgeted  for  non-management  support 
group  personnel; 

5)  Further  computer  equipment  purchase  was 
eliminated  for  1992; 

6)  Other  support  costs  were  adjusted  to  reflect 
annualized  1991  experience  as  indicated.  In- 
flation and  projected  volume  increase  as- 
sumptions were  made  where  indicated. 

Tine  committee  supported  the  formation  of  a 
501(c)(3)  charitable  foundation  on  a recommen- 
dation by  Dr.  Norman  Taub.  This  would  establish 
a foundation  to  be  formed  by  the  Society  for  the 
purpose  of  solicitingtax-deductible  donations  from 
retired  physicians  and  other  sources.  This  would 
cover  administi’ative  and  other  direct  costs  in- 
curred if  there  was  a significant  increase  in  a 
committee’s  case  load.  Direct  subsidization  in  the 
budget  for  Physicians’  Health  Committee  expen- 
ditures and/or  salaries  was  not  recommended  by 
the  Budget  Committee. 

This  committee  further  recommended  that 
future  budgets  that  are  submitted  to  the  House 
include  a comparison  between  the  previous  year’s 
approved  budget  and  current  year’s  proposed 
budget. 

The  Chair  wishes  to  thank  all  members  of  the 
committee  especially  Drs.  Medford,  Sadeghee, 
Cucuzzella,  Koniver,  Gelb  and  Morovati. 

Peter  R.  Coggins,  M.D. 

Chairman 

(The  report  was  filed.) 
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BYLAWS  COMMITTEE 

The  Bylaws  Committee  met  twice  during  the  fall 
to  discuss  several  issues  relating  to  the  Bylaws  of 
the  Medical  Society  of  Delaware.  A summary  of 
the  proposed  bylaws  amendments  recommended 
by  the  Bylaws  Committee  accompanies  this  re- 
port. 

1.  Classification  of  Membership/Dues 
Policy  for  Members  of  the  Society  Who 
Retire  from  Full-time  Practice  Before 
the  Age  of  70  but  Derive  Some  Income 
from  the  Practice  of  Medicine 

This  issue  was  referred  to  the  Bylaws  Committee 
by  the  Board  of  Trustees.  The  Bylaws  currently 
provide  that  Active  members  of  the  Society  who 
retire  from  practice  before  the  age  of  70  and  who 
derive  no  part  of  their  income  from  the  practice  of 
medicine  shall  be  excused  from  the  payment  of 
annual  dues.  (Active  members  70  and  over, 
whether  practicing  or  retired,  are  eligible  for  Life 
Membership  and  are  not  required  to  pay  dues.) 
Strict  enforcement  of  the  Bylaws  would  mean 
that  members  of  the  Society  who  retire  from  full- 
time practice  before  the  age  of  70,  but  who  work 
even  a few  hours  a week  would  be  required  to  pay 
full  dues  until  they  reach  age  70.  The  committee 
agreed  that  the  Bylaws  should  provide  for  a 
reduced  level  of  dues  for  those  members  under  70 
who  work  fewer  than  20  hours  per  week.  A 
proposed  amendment  to  Article  III,  Membership, 
Section  9(f),  Dues  and  Special  Assessments,  is 
attached. 

It  was  also  suggested  that  there  be  provision 
in  the  Bylaws  for  members  of  the  Society  under 
the  age  of  70  who  are  no  longer  licensed  to  practice 
medicine.  A proposed  amendment  to  Article  III, 
Membership,  Section  4,  Associate  Members,  to 
allow  physicians  who  have  voluntarily  discontin- 
ued licensure  to  practice  medicine  in  Delaware  to 
be  Associate  Members  of  the  Medical  Society  of 
Delaware  is  attached. 

2.  ACCME  Recommendation  re  Member- 
ship of  Public  and  Professional  Educa- 
tion Committee/Continuing  Medical 
Education 
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MEDICAL  SOCIET  Y OF  DELAWARE 

1992  OPERATING  BUDGET 

PROPOSED 

% CHANGE 

1992  BUDGET 

991  BUDGET 

1991  - 1992 

REVENUE 

MEMBERSHIP  DUES 

S198,143 

$209,058 

-5.2% 

SERVICES 

56,100 

17,291 

224.4% 

INTEREST/DIVIDENDS 

150,000 

16,200 

825.9% 

CONT  MEDICAL  EDUCATION 

24,930 

0 

- 

EDUCATION  FUND 

0 

18,000 

- 

CONTRIBUTION  FROM  RESERVES 

0 

96,865 

- 

TOTAL  REVENUE 

$429,173 

$357,414 

20.1% 

EXPENSES 

PERSONNEL 

$258,158 

$230,594 

12.0% 

BOARD/COMMITTEES/RISK  MGMT 

12,000 

16,000 

-25.0% 

INSURANCE 

5,250 

4,801 

9.4% 

LEGAL  COUNSEL 

8,500 

10,000 

-15.0% 

ACCOUNTING/AUDIT 

5,000 

5,500 

-9.1% 

PUBLIC  RELATIONS 

25,200 

21,360 

18.0% 

OFFICE  SPACE 

10,348 

10,467 

-1.1% 

OFFICE  SUPPLIES 

3,400 

3,918 

-13.2% 

TELEPHONE 

2,805 

3,116 

-10.0% 

POSTAGE 

12,430 

11,100 

12.0% 

PRINTING/PHOTOCOPY 

3,570 

3,788 

-5.8% 

EQUIPMENT 

9,583 

8,970 

6.8% 

LECTURE  SERIES  CME 

17,130 

0 

- 

TRAVEL 

15,000 

15,000 

0.0% 

NEWSLETTER 

4,200 

4,500 

-6.7% 

DUES/CONTRIBUTIONS 

1 ,000 

1 ,000 

0.0% 

SUBSCRIPTIONS 

600 

600 

0.0% 

AUXILIARY 

3,500 

3,500 

0.0% 

DMJ  DUES  EXEMPT 

2,000 

1,900 

5.3% 

PHYSICIAN  HEALTH  PHONE 

650 

500 

30.0% 

EMPLOYEE  RECRUITMENT 

450 

450 

0.0% 

MISCELLANEOUS 

350 

350 

0.0% 

TOTAL  EXPENSES 

$401,124 

5357,414 

12.2% 

PROJECTED  SURPLUS 

$28,049 

SO 

The  Accreditation  Council  for  Continuing  Medi- 
cal Education!  ACCME),  which  has  approved  pro- 
visional accreditation  of  the  Medical  Society  of 
Delaware  for  two  years  and  which  will  be  con- 
ducting a resurvey  in  1992  that  could  lead  to  full 
accreditation,  has  noted  that  currently  the  mem- 
bers of  the  Public  and  Professional  Education 


Committee  are  elected  by  the  House  of  Delegates 
on  an  annual  basis.  The  ACCME  recommends 
that  members  of  the  Public  and  Professional 
Education  Committee  have  terms  which  extend 
beyond  one  year  and  these  appointments  should 
be  staggered  to  assure  continuity.  Members  of  the 
Bylaws  Committee  recognized  the  importance  of 
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accreditation  by  the  ACCME.  An  amendment  to 
Article  XIII,  Standing  and  Special  Committees, 
Section  15,  Public  and  Professional  Education,  to 
assure  continuity  is  attached. 

3.  Continuing  Medical  Education 

Several  matters  relating  to  CME  were  discussed. 
The  first  was  a letter  from  a member  objecting  to 
the  requirement  that  physicians  submit  certifi- 
cates in  order  to  fulfill  the  CME  requirement.  The 
physician  said  that  he  did  not  understand  “the 
Society’s  mistrust  of  physicians”  and  asked  that 
the  requirementbechanged.  The  committee  noted 
that  the  Board  of  Medical  Practice’s  regulation 
pertaining  to  CME  states  that,  “Prior  to  renewal 
of  registration  to  practice  medicine  in  this  State, 
a physician  must  be  prepared  to  supply  the  Board 
with  proof  that  he  has  completed  forty  (40)  hours 
per  registration  period  of  continuing  medical  edu- 
cation in  Category  1 courses....”  The  regulation 
also  states,  “Certification  by  the  Medical  Society 
of  Delaware  that  a physician  has  completed  such 
continuingmedical  education  since  the  time  ofhis 
latest  renewal  ofhis  registration  shall  be  accept- 
able proof  of  completion  of  these  requirements.” 
The  Medical  Society  of  Delaware’s  Bylaws,  how- 
ever, merely  state  that  “It  will  be  the  responsibil- 
ity of  each  physician  to  furnish  satisfactory  evi- 
dence of  completion  of  the  continuing  medical 
education  requirement  each  year.” 

The  committee’s  recommendation  is  that  the 
Society  continue  to  require  the  submission  of 
certificates  or  other  proof  of  attendance  in  order  to 
certify  to  the  Board  of  Medical  Practice  that  a 
physician  has  completed  the  CME  requirement 
as  a prerequisite  for  renewal  of  registration  to 
practice  medicine  in  are.  The  committee  recom- 
mends that  certificates  not  be  required  in  order  to 
fulfill  the  Society’s  CME  requirement.  Only  the 
names  of  those  physicians  submitting  “proof’  as 
defined  by  the  Board  of  Medical  Practice  would  be 
forwarded  if  and  when  this  information  is  re- 
quested by  the  Board  of  Medical  Practice. 

The  Bylaws  Committee  also  discussed  a re- 
quest that  a member  of  the  Society  who  is  retired, 
but  still  holds  an  active  license,  be  exempt  from 
the  CME  requirement.  The  position  of  the  Board 
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of  Medical  Practice  is  that  all  physicians  with 
active  licenses  should  be  required  to  fulfill  the 
CME  requirement.  The  committee  recommends 
no  change  in  the  Society’s  Bylaws  to  exempt 
physicians  who  are  retired  but  are  still  licensed  to 
practice  in  Delaware  from  the  Society’s  CME 
requirement. 

4 Physicians’  Health  Committee 

The  Committee  agreed  with  the  suggestion  of 
legal  counsel  that  the  folio  wing  language  be  added 
to  Section  17  of  Article  XIII,  which  defines  the  role 
of  the  Physicians’  Health  Committee:  “All  func- 
tions of  this  committee  shall  be  conducted  with  a 
view  to  improve  the  quality  of  medical  care  as  that 
term  is  used  in  24  Del  £.  Section  1768.”  Section 
1768  of  Title  24  provides  for  immunity  of  boards  of 
review  and  confidentiality  of  review  board  records. 

The  Committee  suggested  a change  in  para- 
graph one  in  order  to  permit  Associate  members 
of  the  Society  to  be  appointed  as  members  of  the 
Physicians’ Health  Committee.  It  was  agreed  that 
the  reference  to  Affiliate  members  “as  Associates” 
should  then  be  deleted  for  clarity. 

An  amendment  to  Article  XIII,  Standing  and 
Special  Committees,  Section  17,  Physicians’ 
Health  Committee,  to  incorporate  the  above  sug- 
gestions is  attached. 

5.  Medical  Legal  Fund 

Also  considered  was  a request  from  the  Budget 
Committee  that  the  Bylaws  Committee  investi- 
gate the  merit  of  continuing  a provision  for  the 
Medical  Legal  Fund.  The  balance  in  the  fund  is 
$13,183,  and  the  Budget  Committee  questioned 
whether  this  fund  should  be  transferred  into  the 
Portfolio  Fund.  The  Bylaws  Committee  recom- 
mended further  investigation  of  the  need  for  the 
Medical  Legal  Fund.  In  the  meantime,  the  fund 
should  be  maintained,  possibly  as  an  earmarked 
portion  of  the  Portfolio  Fund.  The  Committee  also 
recommended  the  deletion  of  the  last  sentence  in 
the  first  paragraph.  This  sentence  states,  “In 
addition  this  fund  may  be  used  to  support  the 
member  who  chooses  not  to  participate  in  contrac- 
tual arrangements  with  insurance  companies, 
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with  the  same  vigor  and  attention  with  which  the 
Society  supports  the  participating  physician.” 

When  the  Board  of  Trustees  reviewed  the 
recommendations  of  the  Bylaws  Committee,  it 
recommended  that  in  the  second  paragraph  of 
Article  VIII,  Section  5,  the  word  “shalf’be  changed 
to  “may”:  “Each  year,  out  of  the  funds  of  the 
Society,  a sum  shall  be  set  aside  by  the  Board  of 
Trustees  as  a special  fund  to  enable  the  Board  of 
Trustees  to  perform  the  duties  imposed  on  it  by 
this  section.” 

An  amendment  to  Article  VIII,  Board  ofTrust- 
ees,  Section  5,  Medical  Legal  Fund,  incorporating 
the  above  changes  is  attached. 

6.  Proposed  Restructuring  of 

Medical  Society  of  Delaware 

The  Bylaws  Committee  then  reviewed  Dr.  Wil- 
liam H.  Duncan’s  concept  paper  of  September  12, 
1991,  recommending  consideration  of  various 
Bylaws  changes  to  position  the  Society  for  the 
future.  These  included:  changes  in  membership 
categories;  development  of  enabling  language  to 
provide  for  the  acquisition  and  oversight  of  sub- 
sidiary corporations  as  the  Society  deems  appro- 
priate; investigation  of  permitting  a second  year 
of  succession  for  the  President,  President-Elect, 
and  Vice  President  of  the  Society  (with  no  limit  for 
the  Secretary  or  Treasurer);  provision  for  an 
Executive  Committee  with  power  to  act  on  issues 
other  than  policy,  finances,  supervision  of  subsid- 
iaries, House  of  Delegates’  mandates  and  other 
Trustee-designated  business;  review  of  the 
Society’s  committee  structure;  and  the  addition  of 
provisions  to  protect  members  of  the  Society  from 
legal  action  as  a result  of  participation  in  Society 
activities  by  taking  advantage  of  the  protections 
afforded  by  the  Healthcare  Quality  Improvement 
Act  of  1986. 

At  its  December  meeting,  the  Board  of  Trust- 
ees will  discuss  the  proposed  restructuring  of  the 
Medical  Society  of  Delaware.  If  the  concept  is 
approved,  the  Bylaws  Committee  recommends, 
because  of  the  enormous  undertaking  as  well  as 
the  technical  nature  of  some  of  the  changes  and 
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the  need  not  to  jeopardize  the  Society’s  1789  Act 
of  Incorporation,  that  legal  counsel  be  engaged  to 
develop  appropriate  wording  for  submission  to 
the  Bylaws  Committee,  the  Board  of  Trustees, 
and  the  House  of  Delegates. 

Dene  T.  Walters,  M.D. 

Chairman 

PROPOSED  AMENDMENTS  TO 
MEDICAL  SOCIETY  OF  DELAWARE 
BYLAWS 


The  following  proposed  bylaw  amendments 
are  submitted  by  the  Bylaws  Committee. 
Strikeouts  indicate  deletions,  and  [ italic  text  in 
brackets ] indicates  additions  or  substitutions. 

ARTICLE  III,  Membership 
Section  4,  Associate  Members 

Associate  members  of  the  Medical  Society  of  Dela- 
ware may  be  [physicians  who  have  voluntarily 
discontinued  licensure  to  practice  medicine  and 
surgery  in  Delaware ,]  members  of  the  medical 
profession  serving  with  the  Armed  Forces  of  the 
United  States  or  employed  on  a full-time  basis  by 
a governmental  agency,  including  but  not  limited 
to  the  Veterans  Administration,  the  United  States 
Public  Health  Service,  and  interns  or  residents 
serving  in  an  accredited  educational  program 
recognized  by  this  Society  provided  from  whom  or 
on  whose  behalf  the  required  annual  dues  or 
special  assessments  have  been  received  timely  by 
the  Treasurer  of  the  Society.  Associate  members 
have  all  rights  and  privileges  of  active  members, 
except  as  provided  elsewhere  in  these  Bylaws, 
and  must  be  members  in  good  standing  of  a 
component  county  medical  society.  Associate 
membership  in  the  State  Society  is  mandatory  for 
associate  members  in  a component  society. 

ARTICLE  III,  Membership 

Section  9,  Dues  and  Special  Assessments 

(e)  Active  [and  Associate]  members  of  this  Society 
who  retire  from  practice  before  the  age  of  seventy 
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and  who  derive  no  part  of  their  income  from  the 
practice  of  medicine  shall  be  excused  from  the 
payment  of  annual  dues  and  special  assessments 
of  this  Society,  provided  they  are  similarly  ex- 
cused from  payment  of  dues  and  assessments  of 
their  component  county  societies.  To  enjoy  such 
dues-exempt  status  a physician  must  have  been  a 
dues-paying  member  of  the  Society  for  a mini- 
mum of  five  years. 

[(f)  Active  and  Associate  members  under  the  age  of 
70  who  practice  medicine  no  more  than  20  hours 
per  week  shall  continue  to  pay  dues  at  a reduced 
rate  to  be  determined  by  the  Board  of  Trustees.] 

ARTICLE  VIII,  Board  of  Trustees 
Section  5,  Medical  Legal  Fund 

Under  such  terms  and  conditions  as  the  Board  of 
Trustees  may  determine  the  Society  may  aid  in 
preparing  and  filing  friend  of  the  court  briefs  in 
lawsuits  involving  members  (either  as  plaintiff  or 
defendant)  when  in  the  judgment  of  the  Board  of 
Trustees  there  are  broad  issues  of  public  policy, 
medical  economics,  and/or  matters  impacting  on 
tbe  nature  of  medical  practice,  in-addition  this 
fund  may  be  used  to  support  the  member  who 
chooses  not  to  participate  in  contractual  arrange- 
ments with  insurance  companies,  with  the  same 
vigor  and  attention  with  'which  the  Society  sup- 
ports the  participating  physician. 

Each  year,  out  of  the  funds  of  the  Society,  a sum 
shall  I may  I be  set  aside  by  tbe  Board  of  Trustees 
as  a special  fund  to  enable  the  Board  of  Trustees 
to  perform  the  duties  imposed  on  it  by  this  section. 

ARTICLE  XIII,  Standing  and 
Special  Committees 

Section  15,  Public  and  Professional  Education 

The  Public  and  Professional  Education  Commit- 
tee consists  of  notless  than  nine  elected  members, 
appropriately  apportioned  among  the  counties. 
The  Committee  will  be  responsible  for  keeping 
records  and  supply  the  Board  of  Trustees  and 
Judicial  Council  with  the  names  of  those  mem- 
bers wbo  have  not  complied  within  the  required 
period  of  time  as  provided  in  Article  III,  Section 
10.  | At  least  one  third  of  the  Committee  shall  be  re- 
appointed in  each  successive  year.] 


ARTICLE  XIII,  Standing  and 
Special  Committees 

Section  17,  Physicians’  Health  Committee 

The  Physicians’  Health  Committee  shall  consist 
of  not  fewer  than  ten  members  appointed  by  the 
President.  In  addition,  notmore  than  two  Affiliate 
Members  may  serve  on  the  Committee.  At  least 
one  half  of  the  Committee  shall  be  re-appointed  in 
each  successive  year. 

The  Committee  shall  be  concerned  with  serving 
physicians  who  have  health  problems  which  door 
may  impair  professional  functioning  and  with 
protecting  the  public  from  improper  health  care 
by  impaired  physicians.  The  activities  of  the  Com- 
mittee shall  be  governed  by  procedures  which  are 
approved  by  the  Board  of  Trustees  and  with  strict 
adherence  to  the  principles  of  doctor-patient  con- 
fidentiality. \All  functions  of  this  committee  shall 
be  conducted  with  a view  to  improve  the  quality  of 
medical  care  as  that  term  is  used  in  24  Del.  C. 
Section  1768.] 

(First,  the  report  of  the  Bylaws  Committee 
was  filed  with  mention  of  the  need  for  better 
communication  in  the  MSD  News  of  the  fact 
that  members  should  report  all  CME  credits 
directly  to  the  State  Society  so  that  they  can 
be  efficiently  reported  to  the  Board  of  Medi- 
cal Practice  and  the  recommendation  that 
in  proposed  Article  III,  Section  4,  line  6,  the 
ph  rase  “from  whom  on  whose  behalf”  should 
be  deleted.  Second,  the  proposed  amend- 
ments to  the  Medical  Society  of  Delaware 
Bylaws  were  adopted  with  the  above-noted 
correction.) 


JUDICIAL  COUNCIL 

No  cases  have  been  referred  to  the  Judicial  Coun- 
cil of  the  Medical  Society  of  Delaware  during  the 
past  year. 

The  Judicial  Council  stands  ready  to  assist 
whenever  the  occasion  may  arise. 

Charles  L.  Minor,  M.D. 

Chairman 
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(The  report  was  filed  with  the  recommenda- 
tion for  increased  use  of  this  committee 
with  possible  educational  and  nondisci- 
plinary  roles.) 

MEDICAL  ECONOMICS  COMMITTEE 

The  committee  has  been  inactive  during  the  past 
year. 

Thomas  J.  Maxwell,  M.D. 

Chairman 

(The  report  was  filed  with  note  of  the  fact 
that  the  chairman  was  active  in  two  com- 
munity forums.) 

MEDICAL  LIABILITY  INSURANCE 
COMMITTEE 

A meeting  of  the  Medical  Liability  Insurance 
Committee  was  held  on  August  26,  1991,  in 
Wilmington.  Representatives  of  PHICO  Insur- 
ance Company  were  present,  and  several  items 
were  discussed.  Of  particular  interest  was  the 
proposed  1992  PHICO  rate  filing.  The  reasons  for 
the  rate  changes  and  filing  were  explained  in 
detail.  It  is  quite  obvious  that  there  has  been  an 
established  pattern  of  increases  in  the  frequency 
of  claims  over  the  past  four  years,  in  addition  to  an 
estimated  increase  in  the  annual  trend  in  the  cost 
of  medical  claims,  attorney  fees  and  lost  wages, 
and  PHICO  determined  that  an  increase  in  the 
base  rates  for  1992  was  required.  Tins  rate  filing 
utilized  experience  data  through  June  30,  1991. 

The  Underwriting  Committee  met  on  the 
same  date,  again  with  representatives  of  PHICO 
Insurance  Company.  The  purpose  of  the  Under- 
writing Committee  is  primarily  to  review,  by 
physician  request,  the  decision  by  PHICO  to  not 
renew  a given  physician.  Unfortunately,  prior  to 
this  time,  a protocol  for  this  review  had  not  been 
drawn  up.  As  a result  of  this  meeting,  a protocol 
was  drawn  up  so  that  when  the  physician  is 
notified  by  PHICO  of  nonrenewal,  the  physician 
will  be  informed  of  the  right  to  request  the  Medi- 
cal Society’s  review  of  the  factors  and  the  circum- 
stances surrounding  the  decision  of  nonrenewal. 
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Should  the  physician  so  request,  the  Medical 
Society  will  ask  the  physician  to  sign  and  return 
a consent  form  releasing  the  Medical  Society  from 
any  liability  that  may  be  alleged  as  a result  of  the 
Society’s  review. 

It  was  determined  that  if  a physician  requests 
the  review  of  the  Medical  Society,  the  chairman  of 
the  Medical  Liability  Insurance  Committee  will 
appoint  an  Underwriting  Committee,  comprised 
of  at  least  five  members,  no  more  than  two  of 
whom  will  be  in  the  same  specialty  of  the  physi- 
cian. Complete  copies  of  case  materials  will  be 
requested  from  PHICO  for  the  committee’s  re- 
view and  the  physician  will  be  invited  to  attend 
the  meeting  to  speak  in  his  behalf.  Representa- 
tives of  PHICO  will  not  be  invited  to  this  meeting. 

The  protocol  has  been  reviewed  with  the 
Society’s  legal  counsel.  Minor  changes  have  been 
made  in  this  protocol  and  arrangements  are  now 
in  place  for  a review,  if  requested  by  the  physician 
who  is  notified  of  nonrenewal  by  PHICO. 

On  May  7,  1991,  the  Insurance  Industry 
Evaluation  Subcommittee  met  with  representa- 
tives of  St.  Paul,  the  Delaware  Professional  Insur- 
ance Company  (DelPro),  and  the  Medical  Inter- 
Insurance  Exchange  of  New  Jersey.  Each  of  these 
companies  presented  its  program  of  malpractice 
insurance  coverage.  The  specifics  of  each  presen- 
tation are  available  in  the  minutes  ofMay  7, 1991. 

James  P.  Marvel,  Jr.,  M.D. 

Peter  R.  Coggins,  M.D. 

Co-Chairmen 

(The  report  was  filed.) 

MEDICAL  REVIEW  COMMITTEE 

The  Medical  Review  Committee  continues  to  func- 
tion on  an  active  basis  and  in  the  past  year  has  met 
on  matters  regarding  practice  patterns  regarding 
the  medical  supervision  and  managementof weight 
loss  programs  as  well  as  allergy  testing.  Under 
our  guidelines,  the  committee  meets  when  both 
parties  voluntarily  agree  to  appear  before  the 
committee,  and  the  committee  renders  opinions 
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that  are  non-binding  on  either  party  but  function 
as  guidelines. 

The  committee  is  also  currently  involved  with 
Blue  Cross/Blue  Shield  of  Delaware  and  their 
healthcare  management  guidelines.  At  a special 
meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  Delaware,  a subcommittee  of  the  Medi- 
cal Review  Committee  was  appointed  by  Dr.  Ali  Z. 
Hameli  to  meet  with  Blue  Cross  Blue  Shield 
regarding  the  implementation  of  these  guidelines 
and  the  fairness  and  equality  of  the  standards 
used  in  these  guidelines.  This  committee  has  now 
met  on  two  separate  occasions  with  representa- 
tives of  Blue  Cross  Blue  Shield  and  will  continue 
to  meet  and  function  in  the  future  regarding  the 
Blue  Cross  Blue  Shield  Care  Management  Pro- 
gram. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

(The  report  was  filed  with  a note  that  there 
is  a subcommittee  available  to  arbitrate 
problems  from  hospitals  and/or  physicians 
concerning  Blue  Cross  Blue  Shield’s  new 
program  on  Medical  Care  Guidelines.) 

MEDICAL  REVIEW  COMMITTEE’S 
SUBCOMMITTEE  ON 
MEDICAL  CARE  GUIDELINES 
BLUE  CROSS/BLUE  SHIELD 
OF  DEIJVWARE 

The  subcommittee  met  on  two  occasions  and  on 
both  met  with  Mr.  Richard  Logan  and  Dr.  Walter 
Powell  of  Blue  Cross/Blue  Shield.  The  committee 
has  been  particularly  concerned  about  the  imple- 
mentation of  the  guidelines,  particularly  regard- 
ing their  practicality  and  the  care  and  manage- 
ment of  hospital  in-patients.  Dr.  Powell,  at  the 
recommendation  of  the  committee,  collected  and 
then  distributed  data  regarding  lengths-of-stay 
for  Blue  Cross/Blue  Shield  patients  and  how  the 
guidelines  have  affected  those  lengths-of-stay. 

Dr.  Ira  Lobis,  committee  member,  collected 
information  from  the  various  Sections  of  the  De- 
partment of  Medicine  of  the  Medical  Center  of 


Delaware  regarding  the  opinion  of  Section  Chiefs 
as  to  the  practicality  and  reasonableness  of  the 
guidelines.  It  was  the  general  impression  of  the 
Section  Chiefs  that  the  guidelines,  while  work- 
able, appear  to  be  unreasonable. 

Dr.  Powell  stated  that  thus  far  the  coopera- 
tion of  the  physicians  in  Delaware  has  been  good 
and  that  while  there  have  been  complaints,  they 
are  diminishing  as  more  experience  with  the 
guidelines  is  gained.  Dr.  Powell  also  has  stated 
that  Blue  Cross/Blue  Shield  of  Delaware  plans  to 
focus  its  review  in  the  future  on  physicians  who 
seem  to  have  excessive  lengths-of-stay  for  their 
patients  and  will  exempt  some  physicians  from 
review  based  on  favorable  practice  patterns. 

The  committee  will  continue  to  meet  and  to 
work  with  Blue  Cross/Blue  Shield  as  well  as  with 
the  physicians  of  Delaware  in  monitoring  the 
guidelines.  The  committee  makes  the  following 
recommendations  as  a plan  of  action  for  the 
future. 

1.  Dr.  Powell  has  been  asked  to  review  the 
information  collected  by  Dr.  Lobis  from 
the  various  Section  Chiefs  of  the  Depart- 
ment of  Medicine  of  the  Medical  Center  of 
Delaware  and  to  respond  to  the  commit- 
tee regardinghisreviewoftheir  responses. 

2.  Blue  Cross/Blue  Shield  of  Delaware  will 
attend  the  Medical  Center  of  Delaware 
Quality  Assurance  Committee  meetings 
to  share  with  that  committee  its  experi- 
ence under  the  guidelines.  Blue  Cross/ 
Blue  Shield  is  also  willingto  work  with  all 
hospital  Quality  Assurance  Committees 
in  the  State. 

3.  The  committee  will  continue  to  provide  a 
forum  for  considering  specific  recommen- 
dations and  monitoring  any  problems 
encountered  with  the  guidelines. 

4.  Letters  will  be  sent  to  all  hospitals  in  the 
State  informing  them  of  the  committee’s 
availability  to  assist  in  reviewing  any 
recommendations  or  problems  concern- 
ing the  guidelines.  The  committee  would 
also  be  willingto  respond  to  complaints  or 
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problems  from  individual  physicians  in 
Delaware. 

Anthony  L.  Cucuzzella,  M.D 
Chairman 


PEER  REVIEW  AND  PROFESSIONAL 
EVALUATION  COMMITTEE 

The  Medical  Society  of  Delaware’s  Peer  Review 
and  Professional  Evaluation  Committee  has  not 
met  during  the  past  year.  Cases  received  by  the 
Medical  Society  of  Delaware  have  been  referred 
to  the  county  medical  societies  for  review  and 
resolution. 

Brett  Elliott,  M.D. 
Chairman 

(The  report  was  filed.) 

PROGRAM  COMMITTEE 

The  Program  Committee  hereby  records  for  the 
official  record  the  program  arranged  for  the  An- 
nual Scientific  Session  of  the  Medical  Society  of 
Delaware  on  November  16,  1991. 
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Gynecology,  Jefferson  Medical 
College,  Philadelphia,  Pennsyl- 
vania 

10:50  a m.  INTERMISSION  AND  VISIT 

EXHIBITS 

11:30  am.  DIAGNOSIS  AND  TREAT- 

MENT OF  PROSTATE  CAR- 
CINOMA 

S.  Bruce  Malkowicz,  M.D.,  Assis- 
tant Professor  of  Urology  and  Co- 
Director  of  Urologic  Oncol-ogy, 
Hospital  of  the  University  of 
Pennsylvania;  Assistant  Profes- 
sor of  Urology  in  Surgery,  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  Philadelphia,  Pennsyl- 
vania 

12:30  p.m.  LUNCHEON  - Gold  Ballroom 

Speaker  to  be  announced 

2:00  p.m.  PREVENTION  AND  TREAT- 

MENT OF  BREAST  CANCER 

D.  Lawrence  Wickerham,  M.D., 
Associate  Research  Professor  of 
Surgery,  University  ofPittsburgh 
School  of  Medicine,  Pittsburgh, 
Pennsylvania 


9:10  a m.  THE  LEWIS  B.  FLINN  LEC- 
TURE ~ BANNING  DRUGS 
IN  SPORTS:  A SKEPTICAL 
VIEW 

Norman  C.  Fost,  M.D.,  Professor 
of  Pediatrics,  University  of  Wis- 
consin Medical  School,  Madison, 
Wisconsin 

10:00  a m.  UPDATE  IN  GYN  CANCER 

John  A.  Carlson,  M.D.,  Director 
ofGynecologic  Oncology,  Depart- 
ment of  Obstetrics  and  Gynecol- 
ogy, Jefferson  Medical  College, 
Philadelphia,  Pennsylvania 

10:25  a m.  MANAGEMENT  OF  ECTOP- 
IC PREGNANCY 

Craig  Winkel,  M.D.,  Director 
of  Reproductive  Endocrinology, 
Department  of  Obstetrics  and 


2:45  p.m.  FUTURE  DIRECTIONS  IN 

MANAGED  HEALTH  CARE 

Steven  Zatz,  M.D.,  President, 
USQA  - Division  of  U.S.  Health- 
care, Blue  Bell,  Pennsylvania 

3:30  p.m.  ADJOURNMENT 

As  an  organization  accredited  by  the  Accredi- 
tation Council  for  Continuing  Medical  Education 
(ACCME)  for  its  continuing  medical  education 
program,  the  Medical  Society  of  Delaware  desig- 
nates this  activity  as  meeting  the  criteria  for  5 
hours  in  Category  1 of  the  Physician’s  Recogni- 
tion Award  of  the  American  Medical  Association. 
The  program  has  been  reviewed  and  is  acceptable 
for  5 Prescribed  hours  by  the  American  Academy 
of  Family  Physicians. 

Stephen  L.  Edell,  D.O. 

Chairman 
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(The  report  was  filed  with  a commendation 
to  the  committee  for  presenting  an  excel- 
lent program.) 

PUBLIC  AND  PROFESSIONAL 
EDUCATIONAL  COMMITTEE 

The  Public  and  Professional  Education  Commit- 
tee (PPEC)  met  regularly  during  the  fiscal  year. 
The  attention  of  the  committee  was  mainly  di- 
rected toward  the  continuing  Medical  Education 
program  of  the  Medical  Society  of  Delaware.  With 
the  help  of  the  Office  of  Continuing  Medical 
Education  at  Jefferson  Medical  College  and  Lau- 
rel A.  Haring,  the  Director  of  Professional  Educa- 
tion and  Community  Affairs  at  the  Medical  Soci- 
ety, Guidelines  for  Sponsorship  of  Category  1 
CME  Activities  were  developed  and  distributed  to 
all  members  of  the  Medical  Society. 

This  year,  with  the  approval  of  the  Educa- 
tional Activities  Subcommittee  of  the  PPEC,  the 
Medical  Society  of  Delaware  has  sponsored  1 1 
programs  for  CME  credits.  The  Medical  Society 
was  unable  to  sponsor  four  programs  due  to 
failure  ofthe  requesting  organizations  to  meet  the 
criteria  required  for  the  granting  of  credits.  Four 
additional  programs  are  being  evaluated  at 
present. 

Significant  issues  to  be  addressed  in  upcom- 
ing months  include  the  development  of  a policy 
statement  on  “conflict  of  interest”  with  respect  to 
commercial  support  of  continuing  medical  educa- 
tion and  development  of  a Continuing  Medical 
Education  Information  Manual  for  distribution  to 
organizations  seeking  sponsorship  of  programs 
by  the  Medical  Society  of  Delaware. 

The  CME  activities  ofthe  Medical  Society  will 
be  reviewed  by  the  Accrediting  Council  for  Con- 
tinuingMedical  Education  (ACCME ) in  the  spring 
of  1992.  We  look  forward  to  being  advanced  from 
a provisional  to  fully  accredited  status  at  this 
time. 

The  Delaware  Continuing  Medical  Educa- 
tion Lecture  Series  for  physicians  in  conjunction 
with  Jefferson  Medical  College  continues  un- 
changed from  previous  years. 
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Virginia  U.  Collier,  M.D. 
Peter  J.  Mette,  M.D. 
Co-chairmen 

(The  report  was  filed  with  note  of  the  Refer- 
ence Committee’s  concern  regarding  apa- 
thy and  the  need  for  increased  input  with 
the  program  planners  and  possible  co-chair- 
men from  downstate  to  increase  utiliza- 
tion.) 


PUBLIC  LAWS  COMMITTEE 

Our  committee  met  seven  times  during  the  first 
half  of  the  1 36th  legislative  session  of  the  State  of 
Delaware’s  General  Assembly.  Dorothy  M.  Moore, 
M.D.,  was  appointed  Vice  Chairman,  and  we 
welcomed  to  the  committee  the  additional  help  of 
Neil  S.  Kaye,  M.D.,  Mahmood  Sadeghee,  M.D., 
and  Barbara  A.  Zajac,  M.D. 

The  committee  reviewed  28  Senate  bills  and 
55  House  bills  and  recommended  positions  for  the 
Medical  Society  of  Delaware  to  adopt.  The  Society 
was  successful  in  supporting  and  seeing  through 
a wide  variety  of  legislative  actions  including: 

Senate  Bill  74,  to  increase  Medicaid  fees  for 
physicians  who  care  for  pregnant  women, 
became  law  in  March  of  1991. 

Senate  Bill  107,  relating  to  child  labor,  was 
signed  by  the  Governor  in  July  of  1991. 

Senate  Bill  125,  to  permit  nurses  to  make 
pronouncements  of  death  under  certain  cir- 
cumstances, was  signed  into  law  in  June  of 
1991. 

Senate  Bill  156,  relating  to  long-term  care 
insurance,  was  signed  in  July  by  the  Gover- 
nor. 

House  Joint  Resolution  7,  to  establish  a task 
force  for  the  homeless  mentally  ill,  was  signed 
in  June. 

House  Bill  80,  the  Seat  Belt  Safety  Act,  be- 
came law  in  May  of  1991. 
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House  bills  relating  to  the  transportation  of 
hazardous  materials  and  solid  waste  dump- 
ing were  signed  into  law  in  June  and  July  of 
1991. 

House  Bill  267,  to  enlarge  the  Advisory  Coun- 
cil on  Public  Health,  was  signed  into  law. 

With  the  unequivocal  support  of  the  Presi- 
dent of  the  State  Medical  Society,  Ali  Z.  Hameli, 
M.D.,  the  Chairmen  of  the  Legislative  Action  and 
Public  Laws  Committees  met  numerous  times 
and  testified  in  many  different  scenarios  includ- 
ing public  hearings  held  by  Senator  Holloway.  We 
were  finally  able  to  reach  an  agreement  with  both 
houses  of  the  Legislature  and,  with  ample  sup- 
port on  both  sides  of  the  aisles  and  from  the 
physician’s  assistants’  organization,  to  pass  Sen- 
ate Bill  162  to  license  and  regulate  physician’s 
assistants  under  the  Board  of  Medical  Practice. 
The  bill  was  signed  into  law  by  Governor  Castle 
on  July  10,  1991. 

We  encourage  Society  members  to  contact 
their  legislators  when  the  second  half  of  the  136th 
General  Assembly  begins  in  January  of  1992 
regarding  enactment  of  three  other  House  bills 
supported  by  the  Medical  Society  of  Delaware. 
These  bills  are  House  Bill  118,  which  relates  to 
financial  liability  for  persons  served  by  the  Divi- 
sion of  Health  and  Social  Services,  which  is  at  the 
present  time  in  the  Appropriations  Committee; 
House  Bill  387,  which  is  an  act  to  offer  patients 
protection  and  utilization  review  on  managed 
care,  which  is  in  the  Banking  and  Insurance 
Committee;  and  House  Bill  394,  which  is  an  act  to 
define  the  duty  of  mental  health  service  providers 
(known  more  generally  as  Tarasoff  duty  to  warn 
and/or  protect),  which  is  presently  in  the  Human 
Resources  Committee  of  the  House.  These  three 
bills  also  have  the  support  of  the  Alliance  for  the 
Mentally  111  in  Delaware,  the  Governor’s  Advi- 
sory Council  on  Drug  Abuse,  Alcoholism,  and 
Mental  Health,  and  a number  of  other  organiza- 
tions of  providers.  The  bill  related  to  managed 
care  affects  not  only  mental  health  providers  hut 
all  medical  specialties  as  well  as  primary  care 
physicians.  It  would  require  managed  care  com- 
panies to  operate  within  rules  and  regulations  to 
be  drafted  by  our  own  Insurance  Commissioner, 
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keeping  the  high  quality  of  care  that  we  want  for 
the  citizens  of  our  state. 

Senate  Bill  205,  which  was  passed  by  the 
Senate  on  June  27,  1991,  would  permit  an  ad- 
vanced registered  nurse  practitioner  to  work  in- 
dependently of  the  direct  supervision  of  a physi- 
cian, dentist  or  podiatrist,  thus  creating  a new 
kind  of  practitioner  of  medicine.  The  Medical 
Society  vigorously  opposes  the  enactment  of  any 
such  legislation,  and  thus  far  we  have  been  suc- 
cessful in  making  several  legislators  aware  of  the 
dangers  involved.  It  would  certainly  be  totally 
incompatible  with  the  Nursing  Act  and  the  Medi- 
cal Practice  Act  of  the  Delaware  Code. 

A special  meeting  of  the  Public  Laws  Commit- 
tee was  held  on  August  21, 1991,  at  the  Delaware 
Academy  of  Medicine.  Invited  guests  were  Dr. 
Paul  Montigney,  President  of  the  Delaware  Soci- 
ety of  Internal  Medicine;  Dr.  Bryan  A.  Simmons, 
Jr.,  Delaware  Chapter  of  the  American  Society  of 
Emergency  Physicians;  Dr.  Joseph  F.  Kestner, 
Jr.,  from  Pulmonary  Medicine;  Dr.  Michael  E. 
Still abower,  from  the  Delaware  Chapter  of  the 
American  College  of  Cardiology;  Dr.  Dean  L. 
Winslow,  an  infectious  disease  specialist;  Dr.  Rob- 
ert W.  Cox,  representingNephrology;  Dr.  Stephen 
S.  Grubbs,  who  is  involved  in  bone  marrow  pro- 
grams; Dr.  Anthony  L.  Cucuzzella,  from  Physical 
Medicine;  Dr.  Howard  T.  Harcke,  President  of  the 
Delaware  Radiology  Society;  Dr.  William  L. 
Medford,  representing  Ear,  Nose,  and  Throat 
specialists,  and  Dr.  Allen  L.  Davies,  representing 
Thoracic  Surgeons. 

The  meeting  was  called  to  discuss  legislation 
relating  to  HIV  guidelines  for  health  care  profes- 
sionals. The  Division  of  Public  Health,  in  consul- 
tation with  the  Boards  of  Medicine,  Dentistry, 
Podiatry  and  Nursing,  has  been  attempting  to 
draft  a bill  dealing  with  HIV  infection  in  health 
care  workers.  At  the  meeting,  the  then  Director  of 
Public  Health,  Dr.  Lester  Wright,  reported  that 
Senator  Herman  Holloway  had  indicated  his  will- 
ingness to  introduce  legislation  developed  by  the 
health  care  community,  and,  after  extensive  dis- 
cussion, it  was  recommended  and  moved  to  sup- 
port the  draft  legislation  that  Dr.  Wright  had 
initiated  if  it  is  amended  to  state  that  physicians 
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have  the  right  to  know  the  HIV  status  of  patients 
undergoing  exposure  prone  procedures. 

The  Chairman’s  appointment  to  the  Board  of 
Medical  Practice  as  well  as  his  election  as  Vice 
Chairman  of  the  Governor’s  Advisory  Council  on 
Alcohol,  Drug  Abuse,  and  Mental  Health  and  its 
legislative  committee,  which  he  chairs,  made  his 
interaction  with  these  organizations  and  the  Leg- 
islature a lot  easier  and  contributed  to  bridging 
the  gap  that  existed  in  years  past  between  the 
Legislature  and  the  medical  profession. 

I want  to  express  my  gratitude  to  Dr.  Ali 
Hameli  for  his  support  and  his  active  intervention 
in  the  deliberations  of  the  committee.  I also  want 
to  express  my  gratitude  to  the  29  members  of  the 
committee;  to  the  Chairman  of  the  Legislative 
Action  Committee,  Dr.  Stephen  Permut;  and  my 
thanks  to  Beverly  Dieffenbach  and  Mark  Meister, 
whose  cooperation  and  patience  make  them  such 
invaluable  assets  to  our  medical  community. 

Jorge  A.  Pereira-Ogan,  M.D. 

Chairman 

(The  report  was  filed.) 

PUBLICATION  COMMITTEE, 

DELAWARE  MEDICAL  JOURNAL 
AND  EDITORIAL  BOARD 

Wayne  Martz,  Editor;  Virginia  Collier,  Associate 
Editor;  Laurel  Haring,  Managing  Editor 

Members  of  the  Editorial  Board  (EB)  and,  to  a 
lesser  extent,  the  Publication  Committee  (PC) 
function  throughout  the  year  as  a peer  review 
panel  to  evaluate  and  critique  manuscripts  re- 
ceived for  publication  and  to  advise  the  editorial 
staff.  In  this  capacity  they  have  done  52  physi- 
cian/manuscript reviews  of  22  articles  in  the  past 
year.  In  addition  there  have  been  eight  such 
evaluations  by  outside  reviewers  in  problem  cases 
when  we  did  nothave  the  needed  expertise  within 
our  group. 

In  the  past  year  38  scientific  papers  were 
received.  Of  these,  31  have  been  published,  four 
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are  still  in  process  and  three  have  been  rejected. 
The  high  proportion  of  accepted  papers  is  partly 
due  to  our  policy  of  trying  to  help  authors  with 
rewrites.  The  low  total  number  is  a constant 
source  of  concern,  and  we  would  very  much  like  to 
see  this  increase  so  the  Journal  can  more  truly 
reflect  medical  practice  in  our  state. 

There  was  one  formal  meeting  of  the  EB/PC 
on  April  25, 1991.  Four  new  members  were  added 
to  the  EB  and  four  rotated  off.  Two  of  those 
leaving  the  EB  were  appointed  to  the  PC.  The 
agenda  for  the  meeting  included  discussions  of  1) 
Printers  and  printing,  2)  Design  and  format,  3) 
Advertising  rates,  and  4)  Subscription  rates.  The 
committees  recommended  a major  increase  in 
advertising  rates  to  be  implemented  in  two  steps, 
one  in  the  summer  and  the  second  January  1, 
1992.  The  rate  after  that  will  be  $200  for  one 
insertion  of  a full-page  ad,  which  is  still  low  for 
similar  publications  in  this  area.  Subscription 
charges  to  the  Medical  Society  of  are  of  $10  per 
year  per  member  were  not  changed,  though  the 
system  for  crediting  this  to  the  Delaware  Medical 
Journal  was  modified  to  assure  full  payment. 
Outside  paid  subscriptions  are  $20  per  year  in 
USA,  $25  per  year  outside  the  USA. 

Our  Managing  Editor,  Laurel  Haring,  has 
gotten  the  publication  onto  a timely  basis.  We 
were  able  to  obtain  grants  during  the  year  from 
the  AMA,  DIMER,  ICI  and  Du  Pont  which  en- 
abled us  to  purchase  the  computer  hardware  and 
software  for  desk-top  publishing.  This  is  being 
phased  in  by  Ms.  Haring,  and  is  being  used  for 
other  publishing  efforts  of  the  Medical  Society  as 
well. 

The  12  issues  of  the  Delaware  Medical  Jour- 
nal published  since  our  report  a year  ago  have 
totalled  824  pages.  There  have  been  31  scientific 
articles  related  to  medical  practice,  26  other  ar- 
ticles on  relevant  matters  of  interest  to  our  mem- 
bers, 13  editorial  s,  seven  President’s  Pages  and  5 1 
other  features.  We  look  forward  to  continuing 
improvement  in  1992. 

E.  Wayne  Martz,  M.D. 

Chairman,  Publications  Committee 
Editor,  Delaware  Medical  Journal 
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(The  report  was  filed  with  commendation  to 
Dr.  Martz  and  his  staff  for  an  excellent  job 
and  the  recommendation  that  membership 
participation  be  increased  by  providing 
more  materials  for  publication  such  as  com- 
mittee activities  and  input  from  the  Divi- 
sion of  Public  Health.) 


NOMINATING  COMMITTEE 

A meeting  of  the  Nominating  Committee  washeld 
at  the  Delaware  Academy  of  Medicine  Building  in 
Wilmington  on  October  10,  1991,  to  consider 
positions  to  be  filled  for  the  year  November  1991 
through  November  1992.  The  following  nomina- 
tions were  made: 

President 

James  P.  Marvel,  Jr.,  M.D. 

President-Elect 

Stephen  R.  Permut,  M.D. 

Vice  President 

Thomas  J.  Maxwell,  M.D. 

! Secretary 

Carol  A.  Tavani,  M.D. 

Treasurer 

Garth  A.  Koniver,  M.D. 

Speaker  of  the  House 

Roger  B.  Thomas,  Jr.,  M.D. 

Representative  to  the  Delaware  Academy 
of  Medicine 

Leonard  P.  Lang,  M.D. 

Delegates,  American  Medical  Association 
(two-year  terms  to  expire  12/31793) 

Daniel  A.  Alvarez,  M.D. 

Robert  E.  Heckman,  M.D. 

Alternate  Delegates,  American  Medical 
Association 

(two-term  terms  to  expire  12/31/93) 

Alfonso  P.  Ciarlo,  M.D. 

Thomas  J.  Maxwell,  M.D. 

Judicial  Council 

(three-year  terms  to  expire  11794) 

Martin  J.  Cosgrove,  M.D. 

Charles  L.  Minor,  M.D. 
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FOR  STANDING  COMMITTEES 

BUDGET  COMMITTEE 

Jeffrey  L.  Chait,  M.D. 

Anthony  L.  Cucuzzella,  M.D. 

John  D.  DiBonaventure,  D.O. 

William  H.  Duncan,  M.D. 

Albert  Gelb,  M.D. 

Stephen  S.  Grubbs,  M.D. 

Garth  A.  Koniver,  M.D. 

Thomas  J.  Maxwell,  M.D. 

William  L.  Medford,  Jr.,  M.D. 

Edward  F.  Quinn,  III,  M.D. 

Mahmood  Sadeghee,  M.D. 

Thomas  S.  Vates,  Jr.,  M.D. 

BYLAWS  COMMITTEE 

Rhoslyn  J.  BishofF,  M.D. 

William  H.  Duncan,  M.D. 

Harry  M.  Freedman,  M.D. 

Martin  Gibbs,  M.D. 

Stephen  S.  Grubbs,  M.D. 

Vincent  G.  J.  Lobo,  D.O. 

Norman  Taub,  M.D. 

Dene  T.  Walters,  M.D. 

Leslie  W.  Whitney,  M.D. 


MEDICAL  ECONOMICS  COMMITTEE 

Robert  E.  Heckman,  M.D. 

Richard  N.  Hindin,  M.D. 

Janet  P.  Kramer,  M.D. 

Thomas  J.  Maxwell,  M.D. 

Robert  L.  Meckelnburg,  M.D. 

Perry  L.  Mitchell,  M.D. 

Bhaskar  S.  Palekar,  M.D. 

Siamak  Samii,  M.D. 

Michael  E.  Stillabower,  M.D. 

Raymond  R.  Strocko,  M.D. 

Jay  G.  Weisberg,  M.D. 

MEDICAL  LIABILITY 
INSURANCE  COMMITTEE 

James  Beebe,  M.D. 

Jeffrey  L.  Chait,  M.D. 

Martin  J.  Cosgrove,  M.D. 

John  J.  DiBonaventure,  D.O. 

Martin  Gibbs,  M.D. 

C.  E.  Graybeal,  M.D. 

Stephen  J.  Lawless,  M.D. 
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Otto  R.  Medinilla,  M.D. 

Maria  D.  Perez,  M.D. 

Stephen  R.  Permut,  M.D. 

Susan  L.  Rogers,  M.D. 

William  A.  Rosenfeld,  M.D. 

Frederick  K.  Toy,  M.D. 

Henri  F.  Wendel,  M.D. 

Arthur  F.  Zimmerman,  M.D. 

MEDICAL  REVIEW  COMMITTEE 

Mehdi  Balakhani,  M.D. 

I.  Favel  Chavin,  M.D. 

Donald  C.  Cameron,  M.D. 

Anthony  L.  Cucuzzella,  M.D. 

Charles  A.  Depfer,  D.O. 

Ronald  L.  Domingo,  M.D. 

Errol  Ger,  M.D. 

Robert  E.  Heckman,  M.D. 

Amir  Mansoory,  M.D. 

Mustafa  Oz,  M.D. 

Robert  H.  Radnich,  M.D. 

Anis  Saliba,  M.D. 

Leonard  H.  Seltzer,  M.D. 

Emilio  R.  Valdes,  Jr.,  M.D. 

Dennis  R.  Witmer,  M.D. 


PROGRAM  COMMITTEE 

Steven  L.  Edell,  D.O. 

David  S.  Grubbs,  M.D. 

Rebecca  Jaffe,  M.D. 

William  D.  Johnson,  M.D. 
Herbert  J.  Keating  III,  M.D. 
Venerando  J.  Maximo,  M.D. 
James  H.  Newman,  M.D. 

Richard  M.  Plotzker,  M.D. 
Filomeno  T.  Viloria,  M.D. 

PUBLICATION  COMMITTEE 

Virginia  U.  Collier,  M.D. 

William  J.  Holloway,  M.D. 
Herbert  J.  Keating,  M.D. 

Allan  Levy,  D.O. 

Harold  G.  Marks,  M.D. 

E.  Wayne  Martz,  M.D. 

James  H.  Newman,  M.D. 

Carol  A.  Tavani,  M.D. 


PUBLIC  AND  PROFESSIONAL 
EDUCATION  COMMITTEE 

Manouchehr  Amini,  M.D. 

Jose  L.  Barriocanal,  M.D. 

Habib  Bolourchi,  M.D. 

William  J.  Boyd,  M.D. 

John  P.  Bruno,  D.O. 

Peter  Chodoff,  M.D. 

Virginia  U.  Collier,  M.D. 

John  J.  Goodill.  M.D. 

Mark  John  Granada,  M.D. 

Howard  Theodore  Harcke,  M.D. 
Rebecca  Jaffe,  M.D. 

Eduardo  L.  Jiloca,  M.D. 

Stephanie  Malleus,  M.D. 

Harold  G.  Marks,  M.D. 

E.  Wayne  Martz,  M.D. 

Elizabeth  Masten,  M.D. 

Peter  J.  Mette,  M.D. 

Robert  A.  Moyer,  M.D. 

James  F.  Reamer,  M.D. 

Kent  A.  Sallee,  M.D. 

William  J.  Schickler,  M.D. 
Frederick  K.  Toy,  M.D. 

PUBLIC  LAWS  COMMITTEE 

Michael  A.  Alexander,  M.D. 
Rhoslyn  J.  Bishoff,  M.D. 

Leroy  B.  Buckler,  M.D. 

V.  Terrell  Davis,  M.D. 

Diana  Dickson-Witmer,  M.D. 

J.  Robert  Fox,  M.D. 

Joseph  F.  Hacker  III,  M.D. 

Moses  Hochman,  M.D. 

Neil  S.  Kaye,  M.D. 

Vincent  G.  J.  Lobo,  D.O. 

Otto  R.  Medinilla,  M.D. 

Dorothy  M.  Moore,  M.D. 

Allston  J.  Morris,  M.D. 

Margaret  Anne  Motl,  M.D. 

Lyman  J.  Olsen,  M.D. 

Jorge  A.  Pereira-Ogan,  M.D. 
Stephen  R.  Permut,  M.D. 

Jaime  H.  Rivera,  M.D. 

Joseph  F.  Rubacky  III,  D.O. 
Mahmood  Sadeghee,  M.D. 

William  J.  Schickler,  M.D. 

Henry  H.  Stroud,  M.D. 
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Ilona  T.  Szucs,  M.D. 

Eugene  I.  Tolpin,  M.D. 

Sarabeth  Walker,  M.D. 

Owens  S.  Weaver,  M.D. 

Robert  D.  Winter,  M.D. 

Barbara  A.  Zajac,  M.D. 

PEER  REVIEW 
AND  PROFESSIONAL 
EVALUATION  COMMITTEE 
CHAIRMAN 

(WVMI  DELAWARE  TRUSTEE) 

Brett  Elliott,  M.D. 


BOARD  OF  MEDICAL  PRACTICE 

KENT  COUNTY 

Leroy  B.  Buckler,  M.D. 

Joseph  B.  Giletto,  M.D. 

Norman  P.  Jones,  M.D. 

John  C.  Sewell,  M.D. 

NEW  CASTLE  COUNTY 

Donald  C.  Cameron,  M.D. 

Dennis  Farr,  M.D. 

Joseph  A Lieberman  III,  M.D. 

Raymond  R.  Noble,  M.D. 

NEW  CASTLE  COUNTY 

Cecil  C.  Gordon,  Jr.,  M.D. 

William  R.  Nottingham,  Jr.,  M.D. 

Stephanie  Malleus,  M.D. 

Roger  C.  Stevenson,  M.D. 

James  P.  Marvel,  Jr.,  M.D.,  Chairman 
Stephen  G.  Cooper,  M.D. 
Richard  T.  D’ Alonzo,  M.D. 

Stuart  A.  Narrod,  M.D. 
Stephen  R.  Permut,  M.D. 

(The  report  was  adopted.) 


RESOLUTIONS 


RESOLUTION  91-1 

Introduced  by:  William  J.  Geimeier,  M.D. 


Proceedings  - Part  I 

Subject:  Blue  Cross/Blue  Shield  Cover- 

age of  Allergy  Testing 

(The  Reference  Committee  recommended 
adoption  of  the  following  Substitute  Reso- 
lution 91-1.) 


SUBSTITUTE  RESOLUTION  91-1 

Whereas,  Blue  Cross/Blue  Shield  of  Dela- 
ware over  the  last  ten  years  has  routinely  not 
covered  any  type  of  allergy  testing;  and 

Whereas,  the  Medical  Society  of  Delaware 
recognizes  the  validity  of  allergy  testing  in  the 
diagnosis  and  management  of  allergic  conditions; 
now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Dela- 
ware encourage  Blue  Cross/Blue  Shield  of  Dela- 
ware to  include  allergy  testing  as  a covered  ser- 
vice. 


(Substitute  Resolution  91-1  was  adopted  by 
the  House  of  Delegates.) 

RESOLUTION  91-2 

Introduced  by:  Delaware  Chapter  of the  Ameri- 

can Academy  of  Family  Physi- 
cians 

Subject:  Childhood  Vaccines 

Whereas,  proper  vaccination  of  our  children 
is  an  important  public  health  issue;  and 

Whereas,  the  cost  of  a multidose  vial  of  DPT 
has  increased  dramatically  since  1977,  affecting 
people  of  all  income  levels;  and 

Whereas,  the  National  Childhood  Vaccine 
Injury  Act  of  1986  and  the  Childhood  Vaccine 
Injury  Compensation  Program  have  failed  to  ad- 
dress the  product  liability  issue  largely  respon- 
sible for  the  increased  costs;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Dela- 
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ware  support  the  American  Academy  of  Family 
Physicians  in  its  efforts  to  sponsor  legislation 
limiting  the  possibility  of  product  liability  suits 
and  thereby  lowering  the  cost  of  childhood  vac- 
cines. 

(Resolution  91-2  was  adopted  by  the  House 
of  Delegates.) 

RESOLUTION  91-3 

Introduced  by:  Shahla  V.  Mousavi,  M.D. 

Subject:  Licensure  of  International 

Medical  Graduates 

(The  Reference  Committee  recommended 
adoption  of  the  resolution  with  an  amended 
Resolved.) 


Whereas,  State  licensing  boards  maintain 
separate  and  distinct  policies  with  respect  to 
national  testing  requirements  for  international 
medical  graduates  and  graduates  of  American 
medical  schools;  and 

Whereas,  separate  licensing  requirements 
unfairly  discriminate  against  graduates  of  inter- 
national medical  schools;  now  therefore  be  it 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  Delaware  urge  the  AMA  to 
work  with  the  Federate  of  State  Licensing  Boards 
to  eliminate  discriminatory  practices. 

(Resolution  91-3  was  adopted  by  the  House 
of  Delegates.) 


The  remainder  of  the  reports  considered  at  the  House  of  Delegates  meeting  will  be  published  in  the 
February  1992  issue  of  the  Delaware  Medical  Journal. 

The  complete  report  of  the  Proceedings  of  the  House  of  Delegates  is  on  file  at  the  Medical  Society  office 
and  is  available  to  members. 
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IN  BRIEF 


If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant 
information  to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE  19806- 
2166.  Information  must  be  received  by  the  first  of  the  month,  two  months  before  publication. 


Physicians’  Health  Committee 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physicians’  Health 
Committee  wishes  to  help.  Please  call  302/654-1001.  The  anonymity  of  the  caller  is  assured. 

Children's  Bureau  of  Delaware  Needs  a Physician 

Children’s  Bureau  of  Delaware  is  a nonprofit  agency  that  serves  the  State’s  three  counties  The  services 
include  foster  care,  adoption,  family  preservation,  sexual  abuse  counseling,  parent/child  counseling  and 
our  ARC  Program  (a  resource  center). 

The  ARC  Program  operates  two  medical  clinics  each  week  for  youth  12-18  years  of  age.  The  specific 
medical  services  include  contraception,  sexually  transmitted  disease  testing  and  treatment,  pregnancy 
testing  and  confirmation  of  pregnancy.  Follow-up  services  are  provided  at  specified  intervals  for  clinic 
patients  and  minor  gynecological  problems  are  treated.  The  clinic  is  staffed  by  a physician,  lab  technician, 
several  volunteers  and  four  social  workers. 

The  medical  service  has  been  structured  in  relation  to  the  specialized  needs  of  the  age  group  served 
and  the  nature  of  the  services  provided.  As  a result,  each  client  is  first  interviewed  by  a social  worker 
who  obtains  pertinent  medical  information  and  provides  necessary  instruction  (e.g.,  for  contraceptive 
methods).  The  opportunity  to  discuss  related  issues  or  concerns  is  also  presented  as  an  option  in  this 
session,  and  the  vast  majority  of  clients  use  this.  Following  the  counseling  session,  the  client  is  seen  by 
the  doctor.  Clients  needing  specialized  services  not  provided  in  the  program  are  referred  to  the 
appropriate  facilities  by  the  social  workers  in  consultation  with  the  doctor.  The  atmosphere  in  the  clinic 
is  purposefully  very  supportive  and  informal  to  help  alleviate  the  anxiety  inherent  in  this  service.  Both 
males  and  females  are  served,  and  female  contraceptive  clients  are  encouraged  to  involve  their  partner 
in  the  service. 

At  this  time,  we  are  in  need  of  a doctor  to  service  the  Milford  clinic.  We  are  somewhat  flexible 
as  to  location  of  service,  hours,  and  fee.  If  anyone  is  interested,  please  contact  either  Debra  Speakes  at 
422-8013  or  Demo  Carros  at  658-5177. 

Medical  Center  Surgeon  Awarded 

Leslie  W.  Whitney,  M.D.,  Medical  Center  surgeon  and  president-elect  of  the  Delaware  Chapter  of  the 
American  Cancer  Society,  is  one  of  the  recipients  of  the  1991  Public  Health  Service  Award.  This  award 
is  presented  by  the  Delaware  Public  Health  Association  each  year  to  those  individuals  whose 
contributions  have  significantly  impacted  the  public  health  of  Delawareans. 

Dr.  Whitney  attended  Bucknell  University  and  earned  his  degree  in  medicine  from  Temple 
University  School  of  Medicine.  He  is  currently  chairman  of  the  Delaware  Institute  of  Medical  Education 
and  Research  (DIMER),  an  organization  established  by  the  state  government  as  an  alternative  to  a state- 
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supported  medical  school.  Dr.  Whitney  has  also  served  as  president  of  the  Medical  Center’s  Medical- 
Dental  staff  and  director  of  the  Cancer  and  Grant  Program. 

“I  am  indeed  honored  to  receive  this  award,”  commented  Dr.  Whitney.  “Although  I have  been 
privileged  to  witness  some  remarkable  discoveries  in  the  last  50  years,  much  still  remains  to  be  done  in 
the  prevention,  early  detection  and  equal  access  and  availability  of  basic  health  care  for  all.” 

Dr.  Casscells  Honored  by  Alma  Mater 

Dr.  S.  Ward  Casscells,  a pioneer  in  orthopedic  surgery  who  practiced  in  Wilmington,  Delaware,  for  nearly 
40  years,  was  recently  honored  by  the  University  of  Virginia’s  School  of  Medicine  and  his  classmates  in 
the  University  of  Virginia  medical  class  of  1939. 

At  a black-tie  dinner  held  November  16,  it  was  announced  that  the  University  will  establish  the  S. 
Ward  Casscells  Professorship  in  Orthopedics  and  Rehabilitation  pending  approval  by  the  University’s 
Board  of  Visitors.  Through  the  Commonwealth  of  Virginia’s  Eminent  Scholars  Program,  income  from 
the  chair’s  endowment  will  be  matched  by  the  state. 

The  U.Va.  ceremony  concluded  with  the  presentation  of  a letter  of  commendation  from  President 
George  Bush. 

Now  a resident  of  Palm  Beach,  Florida,  Dr.  Casscells  practiced  in  Wilmington  from  1949  to  1986.  He 
published  the  first  research  in  the  United  States  on  arthroscopy,  a technique  that  revolutionized  the  field 
of  orthopedic  surgery.  He  was  founding  editor  of  the  journal  Arthroscopy  and  contributed  greatly  to  the 
field  of  sports  medicine,  particularly  the  treatment  of  knee  injuries. 

A native  of  Staten  Island,  New  York,  Dr.  Casscells  served  in  the  Army’s  Eighth  Evacuation  Hospital 
as  a trauma  surgeon  for  General  George  Patton’s  troops  in  North  Africa  and  Italy  during  World  War  II. 
After  the  war  he  worked  at  the  Alfred  I.  duPont  Institute  before  joining  the  medical  faculty  at  U.Va.  In 
1949  he  married  Oleda  Dyson,  a U.Va.  law  student  at  the  time,  and  the  couple  moved  to  Wilmington, 
where  he  set  up  his  practice. 


CLINICAL  MEETINGS  AND  NOTICES 

Triglyceride,  High-Density  Lipoprotein  and  Coronary  Heart  Disease 

This  consensus  development  conference,  sponsored  by  the  National  Institutes  of  Health,  is  scheduled  for 
February  26-28,  1992,  in  Masur  Auditorium  of  the  NIH  Clinical  Center.  The  conference  is  open  to  the 
public.  To  register  or  to  obtain  further  details,  write:  Conference  Registrar,  Prospect  Associates,  Suite 
500,  1801  Rockville  Pike,  Rockville,  Maryland  20852;  phone  301/468-MEET;  or  fax  301/770-5164. 

Infectious  Disease  Symposium 

The  29th  Annual  Infectious  Disease  Symposium  will  be  held  May  5-8,  1992  at  the  Delaware  Academy 
of  Medicine.  It  is  sponsored  by  Jefferson  Medical  College,  Delaware  Academy  of  Medicine,  and  the 
Medical  Center  of  Delaware.  For  infoi'mation,  contact  William  J.  Holloway,  M.D.,  Medical  Center  of 
Delaware,  501  West  14th  Street,  Wilmington,  DE  19899,  302/428-2744. 

Area  AMA  Workshops 

To  register  for  any  of  these  programs  or  for  more  information,  call  the  AMA  registrar  at  800/366-6968. 

Workshops  for  Young  Physicians 

Joining  a Partnership  or  Group  Practice  (afternoon) 

New  York  City  July  23,  October  15 

Cherry  Hill  August  27 

Baltimore  November  19 
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Starting  Your  Practice 

New  York  City 

July  24-25,  October  16 

Cherry  Hill 

August  28-29 

Baltimore 

November  20-21 

Medical  Office  Staff  Workshops 
Insurance  Processing  and  Coding 

New  York  City 

July  27,  October  19 

Baltimore 

September  15 

Cherry  Hill 

November  3 

ICD-9  Coding  for  Doctors’  Offices 

New  York  City 

July  28,  October  20 

Baltimore 

September  16 

Cherry  Hill 

November  4 

CPT  Coding:  Beyond  the  Basics  (morning) 

New  York  City 

July  29,  October  21 

Baltimore 

September  17 

Cherry  Hill 

November  5 

Medical  Collections  Management  (afternoon) 

New  York  City 

July  29,  October  21 

Baltimore 

September  17 

Cherry  Hill 

November  5 

Business  Side  of  Medicine 

New  York  City 

July  30,  October  22 

Baltimore 

September  18 

Cherry  Hill 

November  6 

Workshops  for  Mid-Career  Physicians 


Successful  Money  Management 

Baltimore 

September  11 

New  York  City 

November  6 

Financial  Strategies  for  Successful  Retirement  for  Mid-Career  Physicians 

Baltimore 

September  12 

New  York  City 

November  7 

Workshops  for  Established  Physicians 


Financial  Strategies  for  Successful  Retirement  for 

Senior  Physicians 

New  York  City 

July  10,  December  5 

Hilton  Head,  SC 

August  6 

Cherry  Hill 

September  26 

Washington,  DC 

November  7 

Gearing  Up  for  Retirement 

New  York  City 

July  11,  December  4 

Hilton  Head 

August  7 

Cherry  Hill 

September  25 

Washington,  DC 

November  6 
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PHYSICIAN  ASSISTANTS 
WOULD  YOU  LIKE  TO  ..  . 


• Have  more  autonomy? 

• Become  more  diversified  in  your 
primary  care  field? 

• Be  associated  with  one  of  the  nation's 
most  stable  health  care  companies? 

At  Correctional  Medical  Systems,  we  are 
concerned  with  providing  the  best  possible 
health  care  to  a population  with  unique  health 
care  needs. 

We  seek  certified  P.A.s  from  accredited 
training  programs  at  our  correctional  facilities 
in  the  state  of  Delaware. 

CMS  OFFERS: 

• CAREER  LADDER  MOBILITY 

• TUITION  REIMBURSEMENT 

• COMPETITIVE  SALARY 

• MEDICAL/DENTAL/LIFE  INSURANCE 

• EXCELLENT  SUPPORT  STAFF  & 
ADMINISTRATION 

To  learn  more  about  bringing  a new  challenge 
to  your  career,  contact: 

Lynne  Knollman,  Recruiter 
Correctional  Medical  Systems 
1-800-325-4809  EXT.  3142 


Answers  to  Germbuster 
on  page  30: 


1.  Norwalk 

2.  Pertusis 

3.  Neisseria 

4.  Ureaplasma 

5.  Varicella 

6.  Salmonella 

7.  Tuberculosis 

8.  Influenza 

9.  Enterobiasis 

10.  Impetigo 


11.  Uveitis 

12.  Anthrax 

13.  Adenovirus 

14.  Opportunistic 

15.  E.  Coli 

16.  Rubella 

17.  Ratbite  Fever 

18.  Syphilis 

19.  Leptospirosis 

20.  Chlamydia 


Unscrambled  Answer: 
“Universal  Precautions” 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamme 
alkaloid  with  chemical  similarity  to  reserpme  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr ) 5 4 mg  of  Yohimbine 
Hydrochloride, 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatnc.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1'3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.13  4 1 tablet  (5  4 mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon"  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
531 59-001-10 
References: 

1.  A Morales  et  al  . New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  , p 176-188 
McMillan  December  Rev.  1/85 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 
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’Pay  and  Play” 

Physician  Contribution  to  Health  Care  Reform 


In  his  January  30,  1992,  State  of  the  State  ad- 
dress, Governor  Michael  Castle  proposed  several 
items  relating  to  health  care  reform  in  Delaware. 
As  part  of  his  efforts  to  implement  these  reforms, 
he  has  proposed  levying  a 1 percent  provider 
assessment  on  the  net  proceeds  of  hospitals,  labo- 
ratories and  other  outpatient  health  centers,  and 
implementing  a surcharge  on  physician  licensing 
fees.  It  is  estimated  that  this  provider  tax  will 
raise  an  estimated  7 million  dollars. 

We  were  invited  to  a briefing  of  the  governor’s 
proposals  after  his  address  and  had  an  opportu- 
nity to  take  part  in  a receptive,  healthy  dialogue. 
We  expressed  concern  to  these  government  offi- 
cials regarding  the  proposal  that  the  contribution 
of  physicians  to  the  Delaware  Healthcare  Trust 
Fund  will  be  based  on  a median  income  as  deter- 
mined by  the  median  income  calculations  for  the 
South  Atlantic  Region  as  available  from  the  Ameri- 
can Medical  Association.  The  table  below  indi- 
cates the  proposed  surcharge  for  each  physician. 
We  expressed  concern  for  our  ability  to  support  a 
surcharge  based  on  income  when  income  levels 
for  various  specialties  vary  within  our  state  as 
well. 

I would  remind  our  members  that  these  rec- 
ommendations, which  have  been  obtained  through 
the  consulting  firm  hired  by  the  state  government 


to  submit  these  proposals,  represent  a proposal 
and  have  not  been  entered  into  the  legislature  as 
yet.  I would  call  your  attention  to  the  current 
proposal  to  increase  the  licensing  fee,  supposedly 
to  allow  for  funding  for  a full-time  executive 
director  for  the  Medical  Practice  Board.  This  was 
not  noted  in  the  governor’s  healthcare  reform 
package,  but  has  been  proposed  in  our  meetings 
with  other  state  officials.  At  the  time  of  the 
briefing,  I made  it  clear  that  it  would  not  only  be 
difficult  to  support  a surcharge  based  on  median 
income  for  physicians,  but  that  it  would  be  ex- 
tremely difficult,  if  not  impossible,  to  support  at 
the  same  time  an  increase  in  the  licensing  fee  as 
well  as  this  surcharge. 

There  are  several  matters  of  concern  which 
must  be  addressed  with  this  proposed  surcharge, 
and  I can  assure  you  that  the  Medical  Society  will 
beclosely  monitoringthisprogramasitprogresses. 
One  of  our  biggest  concerns  is  that  this  appears  to 
be  a discriminatory  surcharge  aimed  at  physi- 
cians. National  figures  indicate  that  physician 
charges  contribute  only  20  percent  to  the  rising 
costs  of  health  care.  The  surcharge  appears  to  be 
discriminatory  in  that  it  is  aimed  only  at  physi- 
cians, when  other  health  care  providers,  such  as 
dentists,  chiropractors,  podiatrists,  physical  thera- 
pists, nurse  practitioners,  midwives,  physician 
assistants,  optometrists,  pharmacists,  dealers  in 


Estimated  Trust  Fund  Revenue  from  Physician  Licensing  Surcharge 


Estimated 

Current 

Proposed 

Month  ly 

Specialty 

Phvsieian  Count 

Licensing  Fee 

Surcharge 

Surcharge 

Anesthesiology 

48 

110 

806 

67 

GP/FP 

208 

110 

448 

37 

Internal  Medicine 

193 

110 

643 

54 

OB/GYN 

69 

110 

796 

66 

Pathology 

36 

110 

660 

55 

Pediatrics 

86 

no 

439 

37 

Psychiatry 

58 

no 

515 

43 

Radiology 

55 

no 

925 

77 

Surgery 

254 

no 

831 

69 

Physician  Average 

1008 

no 

660 

55 
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durable  medical  equipment,  and  home  health 
services  have  been  completely  overlooked  as  a 
source  of  funding  for  this  trust  fund. 

Another  aspect  of  this  surcharge  that  must  be 
addressed  is  that  it  will  be  applied  to  approxi- 
mately  1,000  physicians.  There  are  approximately 
600  to  700  physicians  who  are  licensed  in  Dela- 
ware but  do  not  practice  in  Delaware,  and  I was 
unable  to  determine  whether  this  surcharge  would 
be  applied  to  them  as  well.  My  biggest  concern, 
however,  is  that  it  was  not  made  clear  whether 
retired  physicians  who  maintain  a license  will  be 
affectedby  this  surcharge.  These  physicians  main- 
tain their  license  primarily  so  they  can  provide 
charitable  services  offered  by  the  Medical  Society 
of  Delaware,  such  as  at  the  Claymont  Health 
Center  and  perhaps  in  the  future  at  the  wellness 
clinics  at  our  schools. 

At  this  point  in  time,  I would  feel  that  the 
Medical  Society  of  Delaware,  rather  than  being 
totally  opposed  to  this  surcharge,  would  take  the 
position  that  perhaps  as  physicians  we  would 
participate  in  the  funding  of  this  Delaware 
HealthCare  Trust  Fund,  but  would  want  to  allow 
for  the  full  participation  of  other  health  care 
providers.  It  has  been  suggested  that  as  physi- 
cians we  are  already  contributing  the  health  care 
of  the  uninsured  and  underinsured  by  accepting 
Medicaid  patients  at  a discounted  rate  as  well  as 
by  accepting  the  uninsured  for  care  on  a regular 
basis.  I do  feel  that,  while  these  are  plausible 
reasons  why  we  are  already  contributing  to  the 
health  care  of  the  un-  and  underinsured  in  Dela- 
ware, at  this  point  it  is  not  an  equitable  situation 
since  not  all  of  our  physicians  are  participating  in 
the  Medicaid  program.  I have  proposed  i n the  past 
that  if  all  of  our  physicians  would  accept  their 


share  of  Medicaid  patients,  then  we  would  not 
have  a situation  where  certain  physicians  are 
being  overwhelmed  with  the  numbers  of  Medic- 
aid patients  and  in  this  way  we  could  contribute 
further.  If  all  of  us  would  voluntarily  agree  to 
accept  our  fair  share  of  Medicaid  patients,  we 
would  then  be  able  to  level  the  playingfield  within 
our  own  profession  and  perhaps  be  better  able  to 
address  proposals  relating  to  the  surcharge  on 
our  licensing  fee. 

In  summary,  I would  hope  that  we  would  be 
able  to  take  a stance  of  not  being  blindly  opposed 
to  this  proposed  surcharge,  but  rather  be  pre- 
pared to  address  these  proposals  with  intelligent 
concern  and  at  the  same  time  be  as  supportive  as 
possible  of  efforts  to  improve  health  care  coverage 
and  access  to  health  care  for  the  large  segment  of 
our  population  representing  the  uninsured  and 
under-insured. 

I would  hope  that  we  can  counton  the  support 
of  the  members  of  the  Medical  Society  of  Dela- 
ware as  we  monitor  and  follow  these  proposals 
through  the  anticipated  pathway  of  modification 
and  clarification  before  any  specific  legislative 
efforts  are  entertained.  I would  strongly  urge  our 
members  to  contact  us  as  soon  as  possible  at  the 
Medical  Society  office  concerning  any  of  your 
thoughts  and  recommendations  regarding  these 
proposals,  and  we  would  be  more  than  happy  to 
provide  any  further  clarification  of  our  under- 
standing of  this  health  care  reform  package. 

CjWw)  (P 

James  P.  Marvel,  Jr.,  M.D. 
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R.  Meckelnburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 
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Tired  of  Crisis  Management ? 
Rx  Healthier  Lifestyles 

Family  Preventive  Medicine 
Associates 

Patt  Ellen  Panzer,  MD,  FAAFP 

Medical  Director 

4001  Miller  Road,  Wilmington,  DE  19802 
(302)  762-5454 

• Multidisciplinary  Family  weight 
management  program 

• Stop-smoking  counselling 

• Fitness  Plus— supervised  fitness 
program/  aerobics/yoga 

• Cardiac  Rehabilitation 

• Fitness  Testing 

• Nutrition  Counselling — individual 
group 

• Cooking  demonstrations  for  healthy 
eating 


Marianne  Carter,  R.D. 

is  pleased  to  announce 
the  opening  of  her 
clinical  private  practice. 

Specializing  in  weight  control, 
diaPetes  management,  cardiac 
nutrition,  and  nutrition  and  cancer. 

Individual  counseling 
and  group  classes  availaPle. 


Family  Preventive  Medicine 
4001  Miller  Road 
Wilmington,  Delaware 
302/762-5454 


Marianne  Carter,  R.D. 
Nutrition  Consultant 
Registered  Dietitian 


An  Orthopaedic  and  Sports  Physical  Therapy  Clinic 

Specializing  in: 


DELAWARE 

SPORTSCARE 


Comprehensive  Orthopaedic  & Sports-specific  Evalua- 
tion and  Rehabilitation  O Manual  Therapy  □ Back  School 
□ Work  Hardening  O Hand  Therapy  O Educational 
Seminars  □ Hydrotherapy  □ Pre-participation  Examina- 
tions □ Progressive  Individualized  Care  □ Custom  Upper 
and  Lower  Extremity  Orthosis 


68  Omega  Drive,  Building  D,  Newark,  DE  19713 
302-731-9100 

1701  Rockland  Road,  Wilmington,  DE  19803 
302-652-6464 


1210  Peoples  Plaza,  Newark,  DE  19702 
302-836-8710 


Excellence 

in 

N euroradiology 

Christiana  Imaging  Center  specializes  in  neuroradi- 
ology, offering  the  most  advanced  services  available  in 
Magnetic  Resonance  Imaging  and  Magnetic  Resonance 
Angiography.  As  the  only  hospital-based  imaging  center 
in  Delaware  offering  specialized  neuroradiology  ser- 
vices, Christiana  Imaging  Center  performs  more  than 
4,000  neuroradiologic  procedures  each  year. 

Expert  interpretations  are  provided  by  three  board  cer- 
tified neuroradiologists.  Representing  more  than  two 
decades  of  combined  expertise,  our  neuroradiologists 
are  Medical  Center  of  Delaware  staff  members  and  are 
highly  skilled  and  respected  in  their  field. 

With  two  state-of-the-art  magnetic  resonance  units  in  full 
operation,  Christiana  Imaging  Center  offers  you  and 
your  patients  greater  ease  of  scheduling  and  prompt 
reporting.  Fax  reports,  courier  service  for  film  delivery 
and  high  resolution  image  copies  are  available. 
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Christiana  Imaging  Center  s neuroradiology  services 
complement  the  broad  range  of  imaging  services 
available. 
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• General  Radiology 

To  schedule  an  MRI , MRA  or  CT  Scan  call  731-9860 

Evening  and  Saturday  hours  are  available.  Christiana 
Imaging  Center  is  conveniently  located  in  the  Medical 
Arts  Pavilion  adjacent  to  Christiana  Hospital: 
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1991  Annual  Meeting 
Scientific  Program  Summary 


Each  year  the  Program  Committee  of  our  Medical  Society  of  Delaware  works  very  hard,  holding  anumbe  r 
of  long  meetings,  writing  letters,  making  phone  calls,  and  eventually  comes  up  with  a really  outstanding 
program  for  our  Annual  Meeting.  This  past  year  was  no  exception.  The  speakers  were  excellent,  both 
entertaining  and  informative. 

Years  ago  we  always  asked  the  speakers  to  submit  their  talks  in  writing  so  we  could  publish  them, 
but  most  of  them  never  did.  This  year  I took  careful  notes  and  tried  to  summarize  the  presentations.  My 
summaries  were  sent  to  the  speakers  for  modification.  One  did  a complete  re-write  but  most  made  little 
or  no  change.  So,  for  your  edification,  here  is  the  Annual  Meeting  program.  Maybe  next  year  you  will 
attend  personally.  You  will  enjoy  it. 


E.  Wayne  Martz,  M.D. 

Editor 


Banning  Drugs  in  Sports  - A Skeptical  View 

Norman  C.  Fost,  M.D. 

Dr.  Norman  Fost,  a bioethicist  and  pediatrician, 
presented  a very  carefully  reasoned  position 
against  banning  drugs  in  sports,  attackingby  logic 
many  policies  and  customs  we  have  accepted 
without  question  over  many  years.  He  divides  the 
reasons  for  drug  use  into  restorative,  additive, 
analgesic  and  recreational  purposes.  We  tend  to 
accept  restorative  (e.g.,  antibiotics  for  infections) 
and  analgesic  (e.g.,  to  help  the  athlete  tolerate  the 
pain  of  injuries)  uses  of  drugs  in  athletes  but 
usually  reject  those  that  would  tend  to  improve 
performance  (additive),  and  we  are  inconsistent  in 
our  views  on  recreational  uses.  Laboratory  errors 
can,  and  have,  worked  injustices,  and  some  drugs 


Dr.  Fost  is  Professor  of  Pediatrics  at  the  University  of  Wiscon- 
sin Medical  School,  Madison,  Wisconsin. 


with  more  than  one  use  could  be  considered  either 
restorative  or  additive.  For  example,  an  asthmatic- 
athlete  under  treatment  with  theophylline  would 
be  acceptable,  but  under  treatment  with  a differ- 
ent bronchodilator,  ephedrine,  would  not  be  ac- 
ceptable, since  ephedri  ne  also  has  additive  (stimu- 
lant) effects.  The  usual  arguments  against  addi- 
tive drugs  are  that  they  introduce  unfairness  into 
the  competition,  are  harmful  to  the  athletes,  may 
be  coercive  and  are  “unnatural.”  He  disposes  of  the 
fairness  argument  by  pointing  out  that  nearly  all 
contests  are  unfair  for  one  reason  or  another  - 
size,  strength,  conditioning,  better  coaching,  equip- 
ment differences  (fiberglass  jumping  poles,  slip- 
pery swimsuits,  springier  shoes),  to  say  nothing  of 
psychologic  advantages  and  disadvantages.  He 
was  scornful  of  the  hypocrisy  of  concern  for  inju- 
ries to  the  athletes,  since  often  “injuries  are  essen- 
tial to  the  economic  success  of  the  game,”  and  the 
effects  of  nearly  all  additive  drugs  are  temporary 
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and  reversible.  He  added,  “If  they  were  really 
concerned,  they  could  stop  the  carnage.”  As  for 
coercion  (which  he  defines  as  being  only  physical 
in  nature),  he  doubts  if  it  can  exist.  Exploitation 
might  be  a more  relevant  alternate  word.  Finally, 
“unnatural”  is  a poor  and  inconsistent  argument. 
Top  athletes  almost  by  definition  are  unnatural 
persons.  Certainly  their  performance  is  not  “nor- 
mal,” and  Gatorade  or  carbohydrate  loading,  al- 
though ‘TOO  percent  natural,”  probably  adds  as 
much  to  performance  as  would  an  injection  of 
steroids. 

Dr.  Fost  was  a low-key  but  very  entertaining 
speaker.  His  knowledge  of  sports  personalities 
and  events  was  encyclopedic  and  awe-inspiring. 
Though  some  of  his  arguments  at  times  seemed 
contrived  and  perhaps  irritating,  they  were  prob- 
ably put  in  to  catch  and  hold  our  attention  (which 
he  did  admirably)  and  to  stimulate  our  thinking. 
A good  beginning  to  an  interesting  day. 

Update  in  Gyn  Cancer 

John  A.  Carlson,  M.D. 

Dr.  Carlson  indicated  that  there  have  been  few 
changes  in  gyn  cancer  therapy  during  the  last 
year  and  so  chose  to  discuss  the  controversial  area 
of  new  screening  tests  for  ovarian  cancer.  Ovar- 
ian cancer  affects  about  20,000  women  annually, 
with  a lifetime  risk  of  approximately  one  percent. 
Most  women  present  with  metastatic  ovarian 
cancer  which  has  a poor  long-term  prognosis, 
certainly  encourageingthe  search  for  a screening 
test.  Dr.  Carlson  stated  that  the  goals  of  any 
screening  program  should  be  a reduction  in 
mortality  or,  failing  improvement  in  survival, 
screening  should  allow  for  a more  conservative 
treatment  or  better  lifestyle.  For  many  patients 
with  Stage  I epithelial  ovarian  cancer,  survival 
following  surgery  approaches  95  percent  at  five 
years  without  the  need  for  chemotherapy  or  ra- 
diation therapy,  but  Stage  I patients  are  uncom- 
monly identified.  Survival  for  Stage  III  patients 
remains  low  at  only  10-15  percent  despite  aggres- 

Dr.  Carlson  is  Director  of  Gynecologic  Oncology,  Department 
of  Obstetrics  and  Gynecology,  Jefferson  Medical  College, 
Philadelphia,  Pennsylvania. 
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sive  surgery  and  chemotherapy.  For  this  reason, 
it  becomes  imperative  to  develop  new  techniques 
to  identify  more  patients  with  the  early  stage  of 
disease. 

Recently  there  has  been  much  publicity  in  the 
lay  press  for  ovarian  cancer  screening  with  pelvic 
ultrasound  and  a serum  test  called  CA-125.  While 
CA-125  has  proven  to  be  a useful  test  in  monitor- 
ing patients  with  proven  ovarian  cancer  who  are 
undergoing  treatments  with  chemotherapy  or 
being  observed  following  treatments,  its  useful- 
ness as  a screening  test  is  unproven.  For  example, 
since  the  goal  of  a screening  test  is  to  identify  more 
patients  with  Stage  I disease,  it  should  be  realized 
that  CA-125  is  negative  in  30-50  percent  of  pa- 
tients currently  diagnosed  with  Stage  I ovarian 
cancer.  Also,  in  many  patients  who  complete  a 
course  of  chemotherapy  with  advanced  stage  ovar- 
ian cancer  and  in  whom  the  CA-125  is  negative, 
the  cancer  may  still  be  identified  at  the  second- 
look  operation  in  as  many  as60-70percent.  There- 
fore, the  usefulness  of  CA-125  in  detecting  very 
early  stage  or  minimal  residual  disease  becomes 
questionable.  Pelvic  ultrasound  has  been  a very 
useful  technique  for  assessing  the  architecture  of 
pelvic  organs,  but  neither  abdominal  or 
transvagi nal  ultrasounds  are  sufficiently  sensi- 
tive in  diagnosing  early  ovarian  cancer.  In  many 
patients, the  ultrasound  has  identified  other  un- 
expected conditions  and  in  many  studies  prompts 
many  more  operations  for  benign  changes  than 
for  cancer.  New  approaches,  however,  with  doppler 
flow  studies  may  improve  the  sensitivity  of  the 
technique  and  allow  us  to  select  more  carefully 
patients  who  require  surgery. 

Dr.  Carlson  also  reviewed  the  results  of  sev- 
eral studies  where  multiple  tests  have  been  used 
to  assess  a patient  for  the  possibility  of  early 
ovarian  cancer.  These  studies  include  combining 
the  pelvic  examination,  CA-125  and  ultrasound 
in  the  same  patient.  At  this  time,  these  studies 
have  not  demonstrated  that  multiple  testing  im- 
proves sensitivity  or  effectiveness  of  screening.  To 
screen  all  women  in  the  United  States  over  45 
years  of  age  with  multimodality  testing  is  very 
expensive  with  a projected  cost  of  billions  of 
dollars  for  the  diagnostic  tests  alone.  Obviously, 
screening  for  ovarian  cancer  is  a very  complex 
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issue  which  is  being  promoted  in  the  lay  press 
without  consideration  of  all  of  the  unproven  as- 
pects of  these  screening  programs.  Dr.  Carson’s 
presentation  provided  us  with  a sensible  and 
logical  approach  to  understanding  these  screen- 
ing test  recommendations. 

Dr.  Carlson  spoke  well,  made  a complex  sub- 
ject understandable  to  nongynecologists,  and 
impressed  us  with  his  sensible,  logical  and  posi- 
tive approach  to  what  must  in  most  cases  be  a 
rather  disheartening  disease. 

Management  of  Ectopic  Pregnancy 

Craig  A.  Winkel,  M.D. 

Diagnosis  and  management  of  ectopic  pregnancy 
used  to  be  very  straightforward.  Lower  abdomi- 
nal pain,  missed  period,  peritoneal  signs,  adnexal 
mass,  blood  in  the  cul-de-sac,  treated  by  surgical 
salpingectomy.  Unhappily  75  percent  were  al- 
ready ruptured,  and  this  was  the  leading  gyneco- 
logic cause  of  death  in  young  women.  With  the 
sexual  revolution,  delayed  childbearing  and  the 
increased  incidence  of  salpingitis,  this  condition 
has  become  much  more  common,  settingthe  stage 
for  disaster.  However,  one  key  to  successful  diag- 
nosis before  rupture,  and  thus  better  manage- 
ment, is  to  consider  every  pregnant  woman  as 
having  an  ectopic  until  proven  otherwise.  Beta 
human  chorionic  gonadotropin  (b-HCG)  is  the 
second  key.  The  serum  level  increases  rapidly  as 
the  placenta  grows,  increasing  about  2.2  fold 
every  two  days.  One  should  see  an  intrauterine 
fetal  sac  on  ultrasound  by  the  time  it  reaches 
6500,  but  with  vaginal  ultrasound,  a more  sensi- 
tive measure,  one  should  see  something  in  the 
uterus  by  b-HCGof  1800.  Ifitis  not  there,  one  has 
choices  of  1)  surgery,  2)  laparoscopy,  3)  medical 
management,  or  scariest  of  all,  4)  expectant  man- 
agement (watching). 

If  the  patient  is  first  seen  before  b-HCG 
reaches  1800,  one  can  readily  calculate  when  that 
level  will  be  achieved  and  schedule  vaginal  ultra- 
sound for  that  day.  If  ectopic  pregnancy  is  con- 

Dr.  Winkel  is  Director  of  Reproductive  Endocrinology,  in  the 
Department  of  Obstetrics  and  Gynecology  of  Jefferson  Medi- 
cal College,  Philadelphia,  Pennsylvania. 
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firmed,  one  searches  for  heart  motion,  and  if  that 
is  found  it  is  already  too  late  for  option  3 or  4.  The 
fetal  sac  is  already  too  large  for  the  tube  to  resorb 
it  and  recover.  At  surgery,  whether  open  or  by 
laparoscope,  one  can  sacrifice  the  tube  (salping- 
ectomy) or  open  it  (salpingostomy),  removing  the 
products  of  conception.  It  makes  no  difference  as 
far  as  future  pregnancies  are  concerned  as  long  as 
there  is  a functional  tube  on  the  other  side. 
However,  in  today’s  litigious  climate  it  is  usually 
wise  to  try  to  save  the  tube.  With  the  tube  opened 
lengthwise  and  the  contents  removed,  it  is  best 
not  to  try  to  suture  it  but  instead  leave  it  open. 
(Just  as  one  does  with  an  opened  ureter  and  for 
the  same  reason,  subsequent  stricture  if  sutured.) 

If  no  heart  motion  is  detected  one  has  the 
option  of  medical  interruption  of  the  pregnancy, 
usually  by  methotrexate.  There  are  several  differ- 
ent dosage  protocols,  but  in  all,  the  objective  is  to 
destroy  the  trophoblast  and  let  the  body  reabsorb 
the  products.  Daily  levels  of  b-HCG  let  you  know 
if  you  are  achieving  this  or  not.  Alternate  drugs 
could  be  used,  such  as  prostaglandin  F-2  alpha, 
and  in  some  cases  these  are  even  injected  (via 
laparoscope)  directly  into  the  swollen  tube.  Of 
527  patients  handled  by  this  general  plan,  54 
percent  had  a subsequent  intrauterine  pregnancy. 
Only  13  percent  developed  another  ectopic  preg- 
nancy. 

Dr  Winkel  led  the  audience  step  by  step 
through  the  decision  tree  of  this  dramatic  process, 
and  there  is  no  question  that  instead  of  sterility 
and/or  repeated  ectopics,  this  is  a much  happier 
ending  to  the  story  than  we  had  30-50  years  ago. 
A beautiful  and  exciting  presentation  by  a man 
well  versed  in  the  field. 


Diagnosis  and  Treatment 
of  Prostate  Carcinoma 

S.  Bruce  Malkowicz,  M.D. 

Prostate  carcinoma  is  the  most  common  male 
malignancy  (122,000  cases  per  year)  and  is  second 
only  to  lung  cancer  as  a cause  of  death  (32,000 
cases  per  year).  It  has  been  noted  for  nearly  40 
years  that  the  pathologic  prevalence  of  prostate 
cancer  exceeds  its  incidence  as  a clinical  entity. 
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This  has  implications  with  regard  to  screening 
strategies  and  treatment  decisions.  A striking 
epidemiological  finding  is  its  two-fold  higher 
clinical  incidence  in  African-Americans.  Studies 
suggest  that  tumor  volume  is  closely  related  to 
progression,  yet  this  may  be  often  difficult  to 
measure.  The  digital  rectal  exam,  DRE,  is  a usual 
method  of  discovery,  yet  there  is  only  a 50  percent 
chance  of  a palpated  irregular  nodule  being  ma- 
lignant. A newer  tool  is  prostate  specific  antigen, 
first  described  in  1979  at  Roswell  Park.  PSA  is  a 
serum  marker  and  is  tissue  specific  rather  than 
tumor  specific.  It  is  an  enzyme  that  liquefies  the 
seminal  coagulum.  Typically  4.0  is  the  upper  limit 
of  normal,  although  some  argue  2.8  ng  per  ml 
might  serve  as  a better  limit  of  normal.  Individu- 
als may  have  high  values  with  no  detectable 
malignance.  The  definitive  role  for  PSA  is  in  the 
monitoring  of  a patient  for  recurrence  after  a 
radical  prostatectomy.  Its  usefulness  as  a screen- 
ing tool  is  under  investigation.  A combination  of 
digital  rectal  exam  and  PSA  measurement  can  be 
effective  in  detecting  more  cases  of  prostate  can- 
cer. To  determine  the  validity  of  screening,  how- 
ever, it  is  necessary  to  show  that  your  activities 
decrease  the  death  rate  from  prostate  cancer.  The 
effect  of  DRE  and  PSA  screening  on  prostate 
cancer  death  rate  will  take  several  years  to  deter- 
mine. Randomized  trials  to  test  the  efficacy  of 
screening  would  require  20,000-30,000  patients 
followed  over  a 15-year  period  before  an  answer 
could  be  obtained. 

All  palpable  abnormal  lesions  should  be 
biopsied.  If  a patient  has  a PSA  over  4.0,  a 
transrectal  ultrasound  (TRUS)  should  be  per- 
formed and  irregular  areas  biopsied.  Malignant 
lesions  are  usually  hypoechoic,  but  less  than  half 
of  hypoechoic  lesions  are  malignant.  If  a PSA  is 
over  10,  a needle  biopsy  is  indicated  regardless  of 
ultrasound  findings.  This  procedure  has  been 
simplified  by  development  of  spring  loaded  biopsy 
needle  guns  used  under  TRUS  guidance. 

In  this  country  the  Whitmore/American  stag- 
ing system  (A-B-C-D)  is  usually  employed.  Stage 

Dr.  MaLkowicz  is  Assistant  Professor  of  Urology  and  Co- 
director of  Urologic  Oncology  at  the  Hospital  ofthe  University 
of  Pennsylvania  and  Assistant  Professor  of  Urologic  Surgery, 
University  of  Pennsylvania  School  of  Medicine,  Philadelphia, 
Pennsylvania. 
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A disease  represents  incidentally  found  cancer 
usually  noted  after  a transurethral  resection.  A- 
1 disease  is  a designation  given  to  cancers  occupy- 
ing 5 percent  or  less  of  the  TUR  curettings.  Such 
cancer  is  treated  or  observed  depending  on  other 
factors.  A-2  is  the  designation  given  when  greater 
than  5 percent  of  the  chips  contain  cancer.  Usual 
therapy  consists  of  a radical  retropubic 
prostatectomy  or  external  beam  radiation  therapy. 
Stage  B disease  represents  palpable  cancer  con- 
fined to  the  prostate  gland.  This  may  be  treated  by 
radical  surgery,  radioactive  seed  implantation  or 
external  beam  radiation  therapy.  Nerve  sparing 
radical  prostate  surgery  is  usually  employed  in 
younger  men.  If  only  one  lobe  of  the  prostate  is 
involved  with  tumor,  the  contralateral  nerve  may 
be  spared.  If  both  lobes  are  involved,  nerve  spar- 
ing may  not  be  an  appropriate  addition  to  the 
surgery.  Even  with  nerve  sparing  surgery,  the 
potential  for  maintaining  adequate  erectile  po- 
tency in  men  over  the  age  of  65  is  low. 

A major  controversy  exists  for  the  most  ap- 
propriate treatment  for  localized  prostate  cancer. 
The  analysis  of  previously  published  data  sug- 
gests that  there  is  no  significant  survival  differ- 
ence between  surgery  and  radiation  at  ten  years 
post-treatment.  Selected  clinical  series  suggest 
there  may  be  a survival  advantage  to  surgery  at 
the  15-year  point.  A randomized  trial  to  resolve 
this  question  is  presently  being  attempted. 

Stage  C disease  extends  beyond  the  prostate 
capsule  and  is  usually  treated  with  external  beam 
radiation  therapy.  Stage  D-l  disease  represents 
lymph  node  metastasis,  while  Stage  D-2  disease 
represents  distant  metastasis.  Hormonal  abla- 
tion is  the  usual  form  of  therapy  for  advanced 
disease.  Unfortunately  two-thirds  of  all  prostate 
cancers  extend  beyond  the  prostatic  capsule  at 
the  time  of  diagnosis. 

The  aim  of  hormonal  therapy  is  to  eliminate 
androgen  stimulation  of  prostate  tumor  growth. 
Classically  this  was  achieved  with  orchiectomy  or 
the  administration  of  diethylstilbesterol.  The  lat- 
ter can  have  severe  effects  resulting  in  increased 
cardiovascular  mortality.  Androgen  ablation  can 
also  be  achieved  with  LHRH  agonists.  After  an 
initial  “flare”  testosterone  levels  then  drop  to 
anorchic  levels.  Approximately  90-95  percent  of 
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androgens  are  produced  in  the  testes.  To  block  the 
remaining  adrenal  and  peripheral  androgens, 
flutamide,  an  androgen  receptor  blocker  may  be 
employed.  Attempts  at  androgen  blockade  had 
been  used  in  the  past  but  required  adrenalectomy 
or  destruction  of  the  pituitary.  Combined  andro- 
gen blockade  can  now  be  achieved  by  a combina- 
tion of  LHRH  agonists  and  flutamide.  Recent 
studies  suggest  that  patients  with  low  levels  of 
metastatic  bone  disease  and  good  performance 
status  are  significantly  helped  by  the  approach  of 
combined  androgen  blockade.  This  approach  is 
now  being  considered  for  the  treatment  of  region- 
ally advanced  disease,  yet  no  studies  have  been 
performed  at  this  time. 

The  topic  of  prostatic  cancer  is  too  large  to 
cover  in  an  hour.  Dr.  Malkowicz  tried  valiantly 
and  did  an  outstandingjob,  but  the  time  pressure 
was  obvious  in  the  latter  part  of  his  talk.  He 
remained  clear  and  logical  to  the  end,  but  some 
points  got  by  me. 

Luncheon  Speaker: 

John  Lee  Clowe,  M.D. 

President-Elect,  AMA 

At  12:30  p.m.  members,  spouses,  guests  and  many 
staff  and  others  crowded  into  the  elegant  Gold 
Ballroom  of  the  Hotel  duPont.  The  luncheon 
speaker  is  always  a highlight  of  the  annual  meet- 
ing, and  this  year  i l was  not  generally  k nown  who 
the  speaker  would  be.  It  turned  out  to  be  Dr.  John 
Lee  Clowe,  a family  physician  from  Schenectady, 
New  York,  and  president-elect  of  the  American 
Medical  Association. 

Dr.  Clowe  indicated  he  would  discuss  three 
items:  RBRVS,  the  AMA  position  on  AIDS  and 
Health  Access  America.  RBRVS  was  described  as 
a battle  between  Congress  and  President  Bush,  as 
represented  by  Gail  Wilenski,  head  of  HCFA. 
Without  any  evidence  to  support  it,  HCFA  an- 
nounced last  summer  a 17  percent  reduction  from 
the  fee  scale  previously  agreed  upon  to  compen- 
sate for  an  anticipated  behavioral  change  by 
American  doctors  to  increase  volume  and  inten- 
sity of  services  to  compensate  for  fee  reductions. 
This  brought  an  unprecedented  storm  of  protest 
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letters,  so  that  at  present  308  representatives  and 
47  senators  (mostly  Democrats)  support  the  AMA’s 
protest  position.  The  administration  has  refused 
to  back  off,  but  recently  Ms.  Wilenski  has  an- 
nounced a compromise,  only  four  percent  below  a 
budget  neutral  position.  Congress  has  countered 
with  the  Stark  Bill.  Stark,  ordinarily  no  friend  of 
medicine,  has  proposed  true  budget  neutrality. 
The  outcome  is  still  in  doubt. 

There  are  approximately  7000  U.S.  physi- 
cians who  are  HIV  positive  and  700  with  AIDS, 
but  so  far  there  has  not  been  even  one  single  case 
of  a patient  infected  from  a physician.  On  the 
other  side,  unhappily,  there  have  been  40  docu- 
mented cases  ofhealth  care  workers  infected  from 
patients.  For  this  reason,  doctors  have  not  identi- 
fied any  invasive  procedures  they  would  be  will- 
ing to  designate  as  “exposure  prone.”  Doctors 
everywhere  agree  that  they  are  extra  careful  with 
patients  known  to  be  HIV  positive,  both  for  them- 
selves and  for  those  assisting  them.  Thus  it  is 
again  emphasized  that  it  is  important  to  know 
who  is  positive  and  who  is  not.  We  agree  all 
preoperative  patients  should  be  tested,  and  in 
areas  where  over  1 percent  of  the  population  is 
positive,  all  patients  should  be  tested.  Most  pa- 
tients will  not  object  to  being  tested  if  approached 
properly,  and  verbal  assent  should  be  sufficient. 
Doctors  doingprocedures  should  have  themselves 
tested  regularly  and  if  positive  should  let  patients 
know  of  it.  Ifthey  don't  wish  tc  do  this,  they  should 
at  least  discuss  the  matter  in  detail  with  a local 
committee  of  their  peers.  The  AMA  offers  insur- 
ance against  the  costs  of  AIDS  and  job  retraining 
for  HIV  positivity. 

In  the  U.S. A.  there  are  an  estimated  33  mil- 
lion people  uninsured  or  underinsured.  Cost  of 
health  care  forces  small  employers  out  of  insuring 
their  employees.  The  AMA  believes  everyone 
should  have  affordable  accessible  health  care  and 
proposes  that  Medicaid  be  changed  to  provide  at 
least  basic  health  care  for  everyone.  Tax  credits 
for  employers  who  insure  their  employees  should 
be  phased  in  over  a period  of  a few  years  as 
incentives.  Risk  pools  should  be  set  up  at  state 
level  to  cover  those  ordinarily  uninsurable  so 
small  businesses  can  buy  into  the  program.  Re- 
garding “the  Canadian  System,”  they  have  had  1 1 
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percent  inflation  of  costs  each  year  (since  ’89)  also. 
There  is  two-way  traffic  across  the  border  for 
health  care.  Cheaper  obstetrics  there  attracts 
patients  near  the  border  to  Canada,  but  75  per- 
cent of  their  bypass  surgery  and  hip  replacements 
are  done  in  the  U.S.A.  Congress  recognizes  their 
system  would  be  too  costly  to  implement  here. 

Prevention  and  Treatment 
of  Breast  Cancer 

D.  Lawrence  Wickerham,  M.D. 

It  has  been  100  years  since  Halstead  described 
and  proposed  radical  mastectomy  as  a treatment 
for  breast  cancer.  In  his  era,  breast  cancer  was 
considered  a shameful  disease,  so  most  patients 
hid  it  as  long  as  they  could.  Thus  radical 
mastectomy  was  for  far  advanced  disease,  a very 
different  story  from  today.  Dr.  Wickerham  pro- 
ceeded to  describe  the  information  accumulated 
by  the  National  Surgical  Adjuvant  Breast  (Can- 
cer) Project  (NSABP)  which  is  headquartered  in 
Pittsburgh.  In  rapid  progressionhe  showed  tables 
and  graphs  of  patients  treated  with  four  levels  of 
surgery  (radical,  modified,  simple  and  lump- 
ectomy), with  and  without  nodes,  with  and  with- 
out radiation,  with  and  without  hormonal  and 
other  chemotherapy,  and  in  many  different  age 
groups.  His  conclusions  (if  I got  them  correct)  -- 
that  basically  breast  cancer  is  a reflection  of  a slow 
and  prolonged  systemic  disease,  with  the  obvious 
cancer  as  the  end  stage.  The  amount  of  tissue 
removed  at  surgery  seems  to  have  little  or  no 
effect  on  the  ultimate  outcome.  The  end-stage 
manifestation  - the  cancer  itself  — appears  in- 
creasingly as  patients  age,  so  the  apparent  inci- 
dence increases  with  age.  Some  factors  increase 
the  risk  or  move  a person  up  the  scale,  so  that  a 40- 
year  old  with  multiple  risk  factors  could  have  the 
risk  of  another  person  age  60.  Some  of  these 
factors  concern  family  history  of  breast  cancer, 
especially  in  first-degree  relatives,  a previous 
cancer  elsewhere,  a previous  breast  biopsy,  age  at 
menarche,  age  at  first  pregnancy. 


Dr.  Wickerham  is  Associate  Research  Professor  of  Surgery, 
University  of  Pittsburgh  School  of  Medicine,  Pittsburgh, 
Pennsylvania. 
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Among  the  adjuvant  therapies  discussed  was 
tamoxifen,  an  oral  agent  which  is  often  classified 
as  an  antiestrogen.  It  has  been  shown  to  reduce 
recurrence  rates  and  improve  survival  in  certain 
subsets  of  patients.  The  number  of  opposite  breast 
cancers  is  reduced  by  as  much  as  50  percent  in 
women  who  take  tamoxifen. 

The  NSABP  is  presently  putting  together  a 
blinded  and  controlled  study  of  thousands  of 
women  at  high  risk  of  developing  breast  cancer. 
These  women  will  receive  (without  charge)  daily 
Tamoxifen  or  placebo  over  a period  of  years  to  see 
if  the  breast  cancer  can  be  prevented.  Tamoxifen 
is  considered  virtually  nontoxic  as  used  in  cancer 
therapy,  but  in  this  case,  where  no  disease  is  being 
treated,  the  tolerance  of  any  side  effect  is  virtually 
nil.  Side  effects  related  to  Tamoxifen  include 
menopausal-type  symptoms  such  as  hot  flashes, 
vaginal  dryness  or  irritation,  and  fluid  retention. 
More  serious  but  rare  toxicities  include  phlebitis 
and  thromboembolic  phenomena.  There  is  one 
report  of  an  increased  risk  of  endometrial  cancer 
associated  with  Tamoxifen  use.  All  of  these  ben- 
efits and  risks  will  be  carefully  monitored  as  part 
of  the  Breast  Cancer  Prevention  Trial  which  will 
begin  in  early  1992. 

The  Medical  Center  of  Delaware  Cancer  Pro- 
gram is  one  of  the  sites  selected  to  participate  in 
this  trial.  If  you  are  interested  in  further  informa- 
tion, please  call  the  research  office  at  731-8116. 

Dr.  Wickerham  is  an  outstanding  speaker 
with  a well-organized,  logical  style  that  leads  the 
audience  through  the  complexities  of  the  cancer 
battle.  He  left  us  with  the  feeling  that  we  here  in 
Delaware  are  participants  in  the  struggle. 

Future  Directions 
in  Managed  Health  Care 

Steven  Zatz,  M.D. 

Dr.  Zatz  is  the  director  ofU.S.  Quality  Algorithms 
(USQA),  a subsidiary  ofU.S.  HealthCare,  which 
is  a private-practice-based,  health-care  delivery 
system  covering  1,250,000  people  in  seven  states. 
Southeast  Pennsylvania/Southern  New  Jersey 
and  the  New  York  Metropolitan  area  are  the  two 
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most  rapidly  growing  areas  of  their  services.  They 
emphasize  health  promotion  and  education  as 
ways  of  minimizing  costs  and  are  deeply  involved 
in  such  things  as  cancer  screening,  perinatal 
programs  and  breast  cancer  diagnosis  and  therapy. 
They  are  actively  developing  measures  of  quality 
of  care,  looking  at  structure,  process  and  outcome 
measures,  both  short  and  long  term.  They  are 
concerned  with  complications  and  adverse  events 
versus  health  status  and  quality  of  life.  They 
distinguish  quality  of  service  (a  large  component 
of  which  is  satisfaction)  from  quality  of  care,  and 
examine  questions  such  as  appropriateness  of 
various  procedures  and  treatments.  This  is  a 
whole  new  area  of  study  and  one  destined  to  grow 
rapidly.  U.S.  HealthCare  and  USQA  are  trying  to 
approach  care  from  the  point  of  view  of  the 
practicing  primary  care  physicians.  They  mea- 

Dr.  Zatz  is  President  of  USQA--Division  of  U.S. 
HealthCare,  Blue  Bell,  Pennsylvania. 


Scientific  Article 

sure  such  things  as  climbing  stairs  and  carrying 
groceries  and  bending/kneeling/stooping  when 
trying  to  evaluate  if  patients  are  limited  or  not. 

Measuring  and  evaluating  all  these  things  is 
tedious  and  difficult  and  often  irrelevant,  unreli- 
able, and  discouraging.  They  try  to  define  what 
data  to  collect  - claims  and  billing  data,  patient 
management  data,  ratings,  reports  and  chart 
reviews.  They  constantly  seek  new  measures  that 
will  help  them  work  better  with  health-care  pro- 
viders. 

Dr.  Zatz  is  one  of  these  super-bright  young 
men  who  seem  able  to  grasp  a multitude  of 
problems  and  see  relationships  and  solutions.  I 
am  very  glad  we  have  people  like  him  working  on 
these  problems.  I recognize  the  importance  of 
these  things  even  if  much  of  what  he  said  went 
over  my  head  and  hope  he  comes  up  with  some 
answers  the  medical  profession  can  support. 


HI  Rehabilitation  Consultants,  Inc. 


Roberi  Catalano.  M A . P.T 
1 Favel  Chavin.  M.D 
Anthony  L.  Cucuzzella.  M D 
Pierre  L LeRov.  M.D 


SERVICES 

Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 
Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 


TWO  LOCATIONS 

Suite  105,  Springer  Building,  Concord  Plaza, 

34 1 1 Silverside  Road. 

(302)478-5240 

2100  Baynard  Boulevard,  Wilmington 
(302)655-5877 


ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by:  Chrysler  and  GM 
Medicare  ■ BC/BS  ■ Total  Health  Plus 


Rehabilitation  Consultants,  Inc.  ■ Since  1970 
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The  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  otters  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  Pehrson  Tybout,  M.Ed. 
Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford,  Jr.  M.D. 


Wilmington  Audiology  Services 

Hear  What  You  re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)654-1011 


Jay  D.  Luft,  M.D. 


OStarkey 


EDITORIALS 


'You  Smile"  (USMLE) 


In  August  1991,  the  Federation  of  State  Medical 
Boards  (FSMB)  announced  that  agreement  has 
been  reached  between  the  National  Board  of 
Medical  Examiners  (NBME)  and  the  Federation 
Licensing  Examinations  (FLEX)  that  they  will  in 
the  future  work  together  and  give  only  one  exami- 
nation for  medical  licensure.  Heretofore  only 
graduates  of  U.S.  medical  schools  were  eligible  to 
take  the  NBME  exam,  while  all  graduates  of 
medical  schools  outside  the  U.S.  could  take  only 
the  FLEX.  There  was  always  some  nagging  (but 
unspoken)  doubt  as  to  whether  one  set  of  exami- 
nations was  more  or  less  difficult  than  the  other. 
It  smacks  of  preferential  treatment  or  unfairness, 
and  I think  it  appropriate  and  long  overdue  that 
we  remove  even  the  slightest  suspicion  of  such 
bias  from  our  licensingprocess.  This  appears  to  be 
a major  step  in  that  direction. 

The  new  examination  will  be  called  United 
States  Medical  Licensing  Examination  (USMLE), 
and  it  will  be  in  three  parts:  basic  sciences,  clinical 
sciences,  and  “aspects  of  biomedical  and  clinical 
science  essential  for  the  unsupervised  practice  of 
medicine.”  These  three  parts  will  be  phased  in 
over  a three-year  period,  1992-95.  The  examina- 
tions of  the  Educational  Commission  for  Foreign 
Medical  Graduates  (ECFMG),  which  interna- 
tional medical  graduates  take  for  admission  to 
residency  programs  in  this  country,  will  still  be 
separate  and  required.  These  set  a threshold  level 
of  knowledge  a person  must  have  to  undertake 
residency  training  safely.  ECFMG  will  be  repre- 
sented  on  the  governing  board  of  USMLE. 

Although  accurate  and  fair  assessment  of 
medical  knowledge  is  difficult,  it  is  considerably 
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more  difficult  but  at  least  as  important  to  measure 
the  ethical/cultural  side  — the  traditions  and 
customs  associated  with  the  care  of  patients. 
Thi  ngs  that  are  acceptable  in  one  culture  may  not 
be  in  another,  and  systems  set  up  to  work  with  one 
set  of  ground  rules  or  customs  may  backfire  when 
a person  with  different  behavioral  norms  tries  to 
use  the  system.  With  the  cultural  mix  we  have  in 
the  U.S.  and  the  continuing  influx  of  interna- 
tional doctors,  real  problems  can  develop.  To  cite 
some  examples: 

1.  In  some  cultures  the  elderly  are  consid- 
ered of  little  value.  They  use  up  resources  and 
contribute  little  or  nothing  to  the  economy.  A 
doctor  raised  and  trained  in  that  tradition  may 
not  relate  well  to  his  elderly  patients  here  in  the 
U.S.  and  find  himself  in  trouble  for  neglecting 
them. 

2.  One  of  the  first  things  we  were  taught  in 
second-year  medical  school,  before  we  got  into 
clinical  medicine,  was  never  to  examine  a patient 
of  the  opposite  sex  without  a chaperone.  This  is 
not  taught  in  some  other  cultures  where  women 
are  little  valued  and  lawsuits  are  extremely  rare. 
A transplanted  doctor  from  that  culture  can 
quickly  find  himself  in  court  charged  with  molest- 
ing his  female  patients. 

3.  For  over  100  years  doctors  in  this  country 
have  taken  care  of  poor  patients  without  charge 
and  without  thought  of  compensation,  usually  by 
spending  a half  day  a week  in  clinics  run  by 
hospitals  or  medical  schools.  Now  with  Medicare/ 
Medicaid,  and  perhaps  in  the  future  “universal 
health  insurance,”  this  tradition  seems  to  be 
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changing,  and  the  universal  expectation  may 
become  one  of  payment  for  everyone.  For  decades 
payment  for  everyone  has  been  the  tradition  in 
those  countries  with  state-supported  medicine, 
and  doctors  trained  in  those  countries  consider 
payment  a normal  expectation.  At  times  this  has 
caused  conflict  and  anger  when  they  practice 
here.  Now  we  seem  to  be  moving  toward  their 
tradition. 

Even  the  selection  of  students  for  medical 
school  here  is  largely  based  on  ethical-moral  and 
humanitarian  concepts,  although  a certain  mini- 
mum level  of  academic  achievement  is  a pre- 
requisite. Without  a verbal  and  definable  commit- 
ment to  serving  people,  even  the  very  best  of 
grades  may  not  get  one  admission  to  medical 
school. 

Licensure  boards  in  the  LkS.  have  long  in- 
sisted that  international  medical  graduates  spend 
a period  of  residency  training  in  this  country 
regardless  of  their  technical  and  scientific  excel- 
lence. No  matter  how  famous  the  doctor  was  in  his 
own  country,  he  must  learn  our  culture  and 
traditions.  No  examination  I am  aware  of  tests  for 
that.  It  is  a difficult  judgement  call. 

E. Wayne  Martz,  M.D. 


Are  We  Neglecting  the  Basics? 

I came  to  a realization  recently  when  a close 
friend  of  ours  enrolled  in  a cardiopulmonary 
resuscitation  (CPR)  class.  I realized  that  physi- 
cians often  take  their  medical  trainingfor  granted; 
not  only  as  practitioners  but  as  health-care  con- 
sumers. Our  friend  has  a daughter  approximately 
the  same  age  as  ours.  In  fact,  the  two  girls  are 
mutually  proclaimed  “best  friends”  and  are  often 
surrounded  by  playmates  of  similar  ages.  Being 
around  these  children  motivated  our  friend  to 
enroll  in  a CPR  class  so  that  she  might  render 
basic  first  aid,  clear  a choking  child’s  airway,  or 
employ  some  other  life-saving  skill  in  an  emer- 
gency. I regret  to  say  that  we  neither  encouraged 
nor  required  our  friend  to  learn  CPR.  While  it  was 
entirely  her  decision  to  learn  CPR,  there  is  a need 
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for  not  only  all  parents,  but  for  all  citizens,  to  do 
the  same. 

Emergency  physicians  take  pride  in  their 
ability  to  treat  patients  with  dire  conditions  under 
often  uncontrolled  circumstances.  We  recognize 
that  many  diseases,  such  as  trauma  and  cardio- 
vascular emergencies,  have  a treatment  window, 
or  “golden  hour,”  during  which  aggressive  treat- 
ment must  be  initiated  if  the  patient  is  to  have  a 
good  outcome.  A source  of  frustration  for  physi- 
cians is  that  we  must  often  care  for  patients  who 
present  too  late  in  this  “golden  hour”  for  interven- 
tion to  be  of  much  benefit.  The  “golden  hour” 
begins  at  the  time  of  injury,  whereas  the  sequen- 
tial steps  required  to  get  the  patient  to  the  hospi- 
tal cause  precious  time  to  elapse  before  definitive 
treatment  can  be  given.  A seemingly  simple  solu- 
tion would  be  to  initiate  treatment  as  close  to  the 
time  of  injury  as  is  feasible;  that  is,  prior  to  and 
during  transport. 

To  accomplish  this  goal,  physicians  have  es- 
tablished the  Emergency  Medical  Services  Sys- 
tem (EMSS)  comprised  of  dispatchers,  police,  fire 
fighters,  and  ambulance  personnel  trained  in 
basic  life  support  (BLS),  as  well  as  advanced  life 
support  (ALS).  We  are  developing  a state-wide 
EMSS  capable  of  delivering  ALS  and  BLS  care  to 
all  citizens  of  our  state  in  a timely  manner.  The 
goal  of  the  EMSS  is  to  provide  BLS  care  within 
four  to  six  minutes  and  ALS  care  within  eight  to 
ten  minutes.  Both  of  these  response-time  goals 
are  based  on  acknowledged  survival  data  from 
cardiac  arrest  in  which  delayed  response  times 
deleteriously  influence  outcome.  Delaware’s  EMSS 
personnel,  whether  BLS,  ALS,  fire  fighters,  po- 
lice, or  dispatchers,  are  trained  to  a level  which 
meets  or  exceeds  national  standards.  This  train- 
ing does  not  obviate  the  need  for  a maximum  four 
to  six  minute  response  for  BLS  with  an  eightto  ten 
minute  ALS  response.  These  few  minutes  may 
seem  like  a lifetime  to  anyone  requiring  the 
EMSS.  It  often  is. 

The  few  times  that  I have  witnessed  a person 
suffering  an  acute  injury  or  cardiac  arrest  outside 
of  the  hospital,  I was  amazed  by  how  long  it 
seemed  before  help  arrived.  I checked  the  re- 
sponse times  later  and  found  that  no  more  than  a 
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few  minutes  had  elapsed,  thus  illustrating  the 
distortion  of  time  that  occurs  under  these  adverse 
circumstances.  If  apparent  to  someone  who  pos- 
sesses medical  training  and  is  treating  a stranger, 
imagine  for  a moment  how  helpless  a family 
member  who  does  not  know  CPR  must  feel  during 
the  seemingly  prolonged  wait  for  assistance. 

Ideally,  no  one  should  ever  be  confronted  with 
the  situation  of  a family  member  requiring  CPR. 
However,  it  occurs  daily.  Too  often  the  best  inten- 
tions of  our  EMSS  personnel  are  negated  by  the 
unavailability  of  bystander  CPR.  My  EMSS  col- 
leagues would  agree  that  bystander  CPR  is  a 
crucial  determinant  of  survival  from  cardiac  ar- 
rest. It  is  such  a crucial  determinant  that  we  are 
training  our  dispatchers  to  instruct  callers  who  do 
not  know  CPR  how  to  clear  airways,  assist  respi- 
rations, and  perform  chest  compressions.  I would 
prefer  to  rely  more  on  bystanders  having  had 
previous  CPR  training  than  to  use  the  instruction 
from  our  dispatchers  as  the  sole  means  of  treating 
these  patients  until  the  ambulance  arrives. 

I will  often  instruct  patients  and  family  mem- 
bers who  are  awaiting  lab  or  x-ray  results  in  our 
Emergency  Department  waiting  room,  especially 
at  busy  times.  After  our  friend  completed  her  CPR 
instruction,  I scanned  the  magazine  rack  in  the 
waiting  room  for  brochures  encouraging  our  pa- 
tients to  learn  CPR.  I was  dismayed  not  to  find  any 
but  was  glad  that  I looked.  An  Emergency  Depart- 
ment should  promote  the  benefits  of  citizen  train- 
ing in  CPR.  Brochures  will  be  made  available  now 
and  the  supply  continually  restocked.  I have 
spenthours  proselytizing  a shared  vision  of  Emer- 
gency Medicine  in  general  and  EMSS  in  particu- 
lar, and  to  find  CPR  promotion  missing  from  my 
own  waiting  room  was  disturbing.  An  informal 


poll  of  physicians  in  other  specialties  revealed 
their  waiting  rooms  to  contain  little  or  no  material 
promoting  CPR.  As  we  proceed  towards  a state- 
wide comprehensive  EMSS,  it  is  incumbent  upon 
all  Delaware  physicians  to  encourage  CPR  train- 
ing. 

I heartily  recommend  that  physicians  in  the 
state  promote  CPR  training  for  every  citizen,  not 
just  for  family  members  of  patients  at  risk  for 
sudden  death,  but  for  anyone  who  could  be  a 
bystander.  The  general  public  is  in  many  ways 
the  most  crucial,  albeit  most  overlooked,  compo- 
nent of  EMSS.  I respectfully  request  that  all 
physicians  in  the  state  contact  their  local  Ameri- 
can Heart  Association  affiliate  to  obtain  educa- 
tional materials  pertaining  to  citizen  CPR  and  to 
display  the  materials  prominently  in  their  wait- 
ing rooms. 

Our  friend  learned  CPR.  Although  her  daugh- 
ter may  have  been  the  motivation,  everyone  stands 
to  benefit.  Encourage  your  patients  and  then- 
families,  especially  the  parents  of  younger  pa- 
tients, to  learn  CPR.  It  is  the  skill  of  a lifetime. 

Courses  are  offered  at  regular  intervals 
throughout  the  state  to  accommodate  anyone 
who  is  interested.  The  American  Heart  Associa- 
tion of  Delaware  may  be  contacted  at  654-5269  in 
New  Castle  County,  734-9321  in  Kent  County, 
and  856-7386  in  Sussex  County. 

Robert  E.  O’Connor,  M.D. 

Dr.  O’Connor  is  the  paramedic  medical  director  for  the  state 
of  Delaware  and  practices  emergency  medicine  in  New  Castle 
County. 
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Stephen  V.  Rapposelli,  PT,  CSCS,  and  Jennifer  A.  Rapposelli,  PT 

are  proud  to  announce  the  opening  of  their  practice 


PHYSICAL  THERAPY 


. at  Hockessin 


Specialists  in  Orthopedic  and  Neurologic  Rehabilitation 
720  Yorklyn  Road,  Suite  110,  Hockessin,  DE  19707,  (302)  234-2288 

Appointments  by  referral  beginning  February  1992 
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Since  1974,  Medlab  has  delivered  on  all  of  our  promises., 
with  impeccable  quality  and  unmatchable  service. 


At  Medlab,  we  give  you  more 
than  just  a glossy  brochure  or 
a glib  promise.  We  give  you 
the  respect  that  you  can  only 
get  from  a trusted  friend. 

That's  because  we  are 
your  friends,  your  neighbors, 
your  patients,  your  relatives. 
People  who  know  and  care 
about  the  people  you  care  for. 


Maybe  that's  why  more 
than  5 times  as  many  physi- 
cians in  Delaware  choose 
Medlab  Clinical  Testing  Inc. 
for  their  patients,  than  any 
other  laboratory. 

So  the  next  time  they  try 
to  sell  you  their  latest  ideas, 
ask  them  when  they  intend 
to  deliver  on  their  old  ones. 


For  more  information,  cal 
your  Medlab  Representative 
at  302-655-LABS. 
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CLINICAL  TESTING  IN< 


© 1991 , Medlab,  Inc 


LETTERS  TO  THE  EDITOR 


Bridey 

Bridey  is  my  friend.  Bridey  is  fifteen  years  old. 
She  lives  next  door;  she  has  always  lived  next 
door.  When  she  was  little,  whenever  I was  out 
working  on  the  lawn  she  came  over  to  keep  me 
company;  and  she  has  continued  to  do  that. 

Bridey  is  sick.  She  has  been  eating  poorly  and 
has  lost  weight.  She  moves  slowly  and  no  longer 
wags  her  tail  vigorously.  Her  folks  took  her  to  the 
veterinarian.  After  a careful  exam, he  said,  “Bridey 
has  a sarcoma  of  her  right  jaw  and  of  her  palate. 
And  she  probably  has  G.I.  metastases.  There  are 
good  treatment  protocols  available.  But  because 
of  her  age  and  her  condition,  I recommend  symp- 
tomatic treatment  only.  I shall  prescribe  a special 
diet  which  she  can  handle.  I want  you  to  encour- 
age her  to  be  active.  Later,  when  she  has  pain,  I 
shall  prescribe  pain  medicine.  When  the  pain 
becomes  uncontrollable,  I shall  put  her  to  sleep.” 

Yesterday  when  I was  out  getting  the  leaves 
up,  Bridey  came  over  as  usual.  Although  her  eyes 
no  longer  sparkled,  she  seemed  comfortable. 

I wish  that  more  physicians  would  feel  free  to 
offer  their  human  patients  with  comparable  clini- 
cal problems  similar  treatment  options. 

David  Platt,  M.D. 


Response  to 

“Help  for  the  Busy  Doctor” 

This  letter  is  in  regard  to  your  recent  article 
entitled,  “Help  for  the  Busy  Doctor,”  in  the  Sep- 
tember issue  of  the  Delaware  Medical  Journal. 

We  too  share  your  compassionate  concern  for 
appropriate,  accurate,  and  quality  patient  educa- 
tion. The  impact  of  the  professional’s  role  as  an 
educator  is  one  that  cannot  be  overlooked.  I 
deeply  regret  your  very  unfortunate  experience 
with  the  medical  equipment  company  that  was 
chosen  in  this  case  to  provide  equipment  and 
training. 

We  recently  received  accreditation  from  the 
Joint  Commission  which  confirms  our  belief  that 
we  are  “doing  it  right.” 

When  you  referred  in  your  article  to  the  usual 
instruction  time  given  by  a medical  equipment 
company  lastingfive  minutes,  I felt  an  indictment 
against  the  entire  home  medical  equipment  (HME  ) 
industry  had  just  been  handed  down.  While  it  is 
true  that  some  HME  companies  fail  to  provide 
sufficient  training,  most  do  quite  a good  job. 

Julie  Caldwell,  CRTT 
Manager,  Clinical  Services 
MasterCare  Medical  Equipment  and  Services 

Newark,  Delaware 
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•pi  Alfred I. duPont 
Institute 

of  THE  NEMOURS  FOUNDATION 


A CHILDREN’S  HOSPITAL 


Pediatric  Update  '92 
April  8, 1992 

at 

The  Alfred  I.  duPont  Institute 


GUEST  SPEAKERS: 

Neonatology  Today 
Mary  Ellen  Avery,  M.D. 

Thomas  Morgan  Rotch  Professor  of  Pediatrics 
Harvard  University 

Children  and  Tele\ision 
Peggy  Charren 

Action  for  Children's  Television 
Visiting  Scholar  in  Education,  Harvard  University 

For  more  informalion,  call  the  Department  of  Medical  Education  at 
302-651-6750.  Look  for  our  brochure! 


Featuring 

CONCURRENT  UPDATE  WORKSHOPS 

Led  by  Faculty  from  the  Institute,  Jefferson  Medical 
College  and  the  Medical  Center  of  Delaware  on  these 
topics: 

Nephrology 
Infectious  Diseases 
Rheumatology 
Neonatology 
Gastroenterology 
Genetics 
Surgery 
Dermatology 


PAPASTAVROS1  ASSOCIATES  MEDICAL  IMAGING 

Garth  A.  Koniver,  M.D.,  Thomas  W.  Fiss,  Jr.,  M.D.,  Majid  Mansoory,  M.D. 
Stephen  J.  Lawless,  M.D.,  Richard  Chesnick,  M.D. 


Magnetic  Resonance  Imaging 


is  operating  at  both 
Wilmington  and  Newark  offices 

Wilmington  - 1 701  Augustine  Cut-Off  - Suite  1 00 
Wilmington,  DE  19803 
(302)  652-3016 

Newark  - 325  East  Main  Street,  Newark,  DE  19711 
(302)  737-5990 


PROCEEDINGS 
OF  THE 

MEDICAL  SOCIETY  OF  DELAWARE 
HOUSE  OF  DELEGATES,  1991 

PARTII 


COMMITTEE  ON  AGING 

The  Committee  on  Aging  was  very  active  during 
the  past  year.  Monthly  meetings  were  well  at- 
tended by  the  regular  committee  members  and 
key  personnel  from  outside  agencies  including 
such  guests  as  Ms.  Eleanor  Cain,  Director  of  the 
State  Division  of  Aging;  Ms.  N orma  Shaw  and  Mr. 
Edward  Hoopes  from  the  State  AARP;  Mr.  Robert 
E.  Lawson,  Executive  Director  of  the  Delaware 
Health  Care  Association;  and  Mr.  William  J. 
Winder,  Executive  Director  of  the  Nemours  Health 
Clinic. 

The  committee  assisted  in  the  development  of 
a Geriatric  Medicine  Symposium  on  December  4, 
1990.  This  program  was  co-sponsored  with  the 
Delaware  Academy  of  Family  Physicians  and  the 
Department  of  Family  Medicine  and  the  Depart- 
ment of  Medicine  of  the  Medical  Center  of  Dela- 
ware. Topics  at  the  half-day  symposium  included 
geriatric  pharmacology,  OBRA  regulations  and 
geriatric  hematology. 

The  committee  co-sponsored  a half-day  pro- 
gram in  conjunction  with  AARP  entitled  “Build- 
ing a Better  Health  Care  System.”  This  program 
was  developed  to  seek  public  input  to  develop 
recommendations  for  changes  in  the  health  care 
system. 

The  committee  also  assisted  the  Division  of 
Aging  in  the  development  of  their  Beach  Day 
Program  in  September.  Committee  members  were 
present  at  an  exhibit  sponsored  by  the  Medical 
Society  of  Delaware  at  the  Wellness  Fair.  Society 
members  were  available  to  answer  questions  from 
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the  senior  citizens  and  also  distributed  brochures 
pertaining  to  medical  issues. 

The  committee  reviewed  the  “Project  Safe” 
program  of  Sodat  Delaware,  Inc.,  and  recom- 
mended that  the  Medical  Society  support  this 
project,  which  addresses  the  problem  of  medica- 
tion misuse  among  the  elderly. 

The  Subcommittee  on  Nursing  Homes  was 
assigned  to  review  the  OBRA  regulations  with 
regard  to  nursinghomes  and  to  develop  medically 
determined  standards  of  care.  In  addition,  a pro- 
posal was  made  to  develop  an  association  of  nurs- 
ing home  medical  directors. 

The  committee  plans  tc  continue  our  close 
liaison  with  the  Delaware  Chapter  of  the  AARP. 
We  continue  to  develop  programs  involvinghealth 
care  issues  for  the  aging,  and  we  will  continue  to 
stress  public  awareness  of  the  Medical  Society’s 
concern  for  the  problems  of  the  elderly. 

Robert  G.  Altschuler,  M.D. 

Chairman 

(The  report  was  filed  with  recognition  of 
the  need  for  dissemination  of  information 
to  Society  members  through  such  resources 
as  the  Delaware  Medical  Journal  and  other 
publications.) 

CHARITABLE  SERVICES 

On  October  1,  1991,  with  the  dedication  of  the 
Claymont  Community  Center  Health  Service  by 
Governor  Michael  Castle,  our  foray  into  the  deliv- 
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ery  of  charitable  medical  services  fi  nally  met  with 
fruition  following  four  years  of  intensive  efforts 
overcoming  a myriad  of  obstacles.  The  Claymont 
Community  Center  project  is  a volunteer  medical 
care  program  developed  for  providing  primary 
medical  care  services  in  underserved  neighbor- 
hoods in  the  Claymont  area,  where  there  is  a large 
population  of  single  parent  families  and  elderly 
who  are  either  underinsured  or  not  insured. 
Through  the  kind  efforts  of  Representative  Terry 
Spence,  several  meetings  were  arranged  during 
the  year  with  HSS  Secretary  Thomas  Eichler  and 
Finance  Director  Scott  Douglas.  With  the  assist- 
ance of  Representative  Jane  Maroney,  a request 
for  grant  proposal  was  developed  by  Mr.  Eugene 
Trivits  and  Mr.  Steve  Autman,  and  an  award  of 
$50,000  was  made  by  the  Health  Care  Commis- 
sion under  the  Health  Access  Coordination  and 
Care  Management  Program.  This  award  and 
grant  were  conditioned  upon  the  Commission 
receiving  a confirmed  list  of  physician  volunteers. 
The  volunteer  response  of  the  membership  of  the 
Society  was  unprecedented  and  there  are  now 
nearly  100  generalists  and  specialists  who  have 
volunteered  their  services.  Mr.  Trivits,  who  has 
27  years  of  experience  with  setting  up  many 
programs  of  this  nature,  said  he  had  not  seen  such 
a successful  start. 

There  are  two  potential  remaining  problems, 
namely  funding  and  physician  liability.  Although 
the  Health  Service  is  currently  self-sustaining 
through  fees  collected  on  a sliding  scale  basis  and 
other  sources  of  start-up  funding,  the  major  issue 
to  be  addressed  is  continued  funding.  The  grant 
from  the  Delaware  Health  Care  Commission  was 
a one-time  affair  and  when  the  health  service 
expands,  the  budget  will  be  stressed  and  addi- 
tional sources  of  funding  will  be  necessary.  The 
chairman  has  had  discussions  with  Representa- 
tive Philip  Corrozi,  Chairman  of  the  House  Fi- 
nance Committee,  through  an  introduction  by 
Representative  Spence.  Representative  Corrozi 
felt  that  additional  state  funding  could  receive 
favorable  consideration  in  light  of  the  need  for 
health  care  services  especially  those  delivered  on 
a volunteer  basis  by  interested  physicians. 

As  far  as  physician  liability  is  concerned, 
enabling  legislation  which  limits  civil  liability  for 
volunteer  physicians  working  for  a medical  clinic 
as  passed  by  the  legislature  (lODel.C.  Section 
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8135)  has  been  extended  to  apply  to  coverage  for 
the  associated  physician  who  sees  clinic  patients 
in  his  own  office  practice  setting.  A legal  opinion 
by  the  Society’s  counsel,  Victor  Battaglia,  states 
that  so  long  as  there  is  compliance  with  all  re- 
quirements of  Section  8135,  the  fact  that  a physi- 
cian who  volunteers  his  services  for  a clinic  sees 
patients  in  his  or  her  office  would  not  remove  the 
limited  immunity  provided  by  the  statute.  It  was 
noted,  however,  that  in  paragraph  (b)  of  8135 
there  is  no  immunity  to  the  extent  that  there  is 
insurance  covering  asserted  acts  of  or  by  the 
volunteer.  This  issue  is  being  addressed  by  the 
Legislative  Action  Committee  as  it  was  not  a part 
of  the  original  submitted  legislation.  In  the  in- 
terim, the  Board  of  Trustees  has  approved  the 
defending  of  physicians  who  may  be  sued  as  part 
of  their  activities  at  the  Claymont  Community 
Center  and  who  currently  do  not  have  malprac- 
tice insurance  coverage. 

A liaison  with  Dr.  Kurt  Anstreicher  and  the 
Henrietta  Johnson  Medical  Center  has  been  de- 
veloped to  assist  in  providing  health  care  to  the 
homeless.  This  clinic  reaches  an  unstable  popula- 
tion that  is  domiciled  for  the  most  part  at  the 
Salvation  Army  on  an  interim  basis.  The  Chari- 
table Services  Committee  has  endeavored  to  ac- 
tively assist  the  Homeless  Alliance  by  encourag- 
ing and  supplying  physician  volunteers  on  the 
Claymont  Health  Service  project  to  also  volunteer 
their  time  in  caring  for  the  homeless. 

For  the  future,  discussions  with  Dr.  Robert 
Frelick  and  Secretary  Eichler  have  been  directed 
towards  the  development  of  a second  community 
health  clinic  either  in  Middletown  or  in  Sussex 
County,  both  areas  where  there  are  large  num- 
bers of  non-insured  or  medically  under-insured 
patients. 

The  Chairman  wishes  to  thank  Dr.  Robert 
Frelick,  Dr.  Peter  Huang,  Dr.  Edgar  Miller  and 
all  of  the  individual  physician  volunteers  who 
have  contributed  and  will  contribute  time  to  these 
projects.  It  has  been  a herculean  effort  on  the 
Society’s  behalf  and  one  in  which  every  member 
can  take  great  personal  pride  for  this  interest  in 
the  welfai’e  of  many  forgotten  Delawareans. 

Peter  R.  Coggins,  M.D. 

Chairman 
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(The  report  was  filed  with  commendation  to 
Dr.  Coggins  and  his  committee  for  their 
perseverance  in  finally  achieving  their  goal, 
and  a second  commendation  to  all  the  vol- 
unteer physicians  staffing  the  health  cen- 
ter.) 

ENVIRONMENTAL  AND 
PUBLIC  HEALTH  COMMITTEE 

The  Environmental  and  Public  Health  Com- 
mittee held  one  meeting,  on  October  9,  1991, 
during  the  past  year.  The  purpose  of  the  meeting 
was  to  identify  issues  that  could  be  addressed  by 
the  committee  in  the  coming  year.  Invited  guests 
were  Mr.  Steve  Boedigheimer,  Deputy  Director  of 
the  Division  of  Public  Health,  and  Paul  Silverman, 
Ph.D.,  State  Epidemiologist  and  Section  Chief, 
Health  Monitoring  and  Program  Consultation, 
Division  of  Public  Health, 

Mr.  Boedigheimer  distributed  a press  release 
announcing  the  appointment  of  Charles 
Konigsberg,  Jr.,  M.D.,  M.P.H.,  as  the  new  Direc- 
tor of  the  Division  of  Public  Health,  replacing 
Lester  N.  Wright,  M.D.,  who  has  accepted  a 
position  in  California.  Dr.  Konigsberg  most  re- 
cently served  as  Director  of  the  Division  of  Health 
for  the  Kansas  Department  of  Health  and  Envi- 
ronment. He  will  assume  his  new  position  Octo- 
ber 28th. 

Mr.  Boedigheimer  described  the  restructur- 
ing that  Dr.  Wright  initiated  to  improve  public 
health  services.  Under  the  new  organization,  the 
following  sections  report  to  the  Director  of  the 
Division  of  Public  Health: 

Board  of  Health  (includes  Office  of  the  AIDS 
Coordinator) 

Health  Monitoring  and  Program  Consulta- 
tion (includes  Communicable  Disease,  Epide- 
miology/Surveillance, Quality  Assurance, 
Maternal  and  Child  Health,  Minority  Health, 
and  Prevention) 

Client  Services  (includes  Northern  Health 
Services,  Southern  Health  Services,  Public 
Health  Laboratory,  and  Long-Term  Care) 
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Support  Services  (include  Strategic  Plan- 
ning, Human  Resources,  Financial  Manage- 
ment, and  Information  Management) 

Health  Systems  Protection  (includes  Program 
Inspection,  Permits/Enforcement,  and  Cen- 
ter for  Health  Risk  Assessment) 

One  goal  of  the  restructuring,  Mr.  Boedig- 
heimer stated,  is  improved  communication,  to  be 
accomplished  through  an  interactive  computer 
system,  regular  meetings  with  the  Division  Di- 
rector, and  meetings  with  Secretary  Eichler  on 
defined  topics.  He  noted  that  the  process  is  not  yet 
complete  and  that  it  has  been  complicated  by  the 
loss  of  personnel  that  resulted  from  the  State’s 
early  retirement  program. 

In  response  to  a question  about  input  from 
physicians,  Mr.  Boedigheimer  stated  that  the 
Department  of  Health  and  Social  Services  is 
always  looking  for  physicians  to  serve  on  its 
various  advisory  committees.  He  was  asked  to 
provide  a list  of  the  advisory  committees  and  their 
functions  so  that  the  committee  will  know  where 
help  is  needed.  Dr.  Singsen  said  that  he  thought 
that  many  physicians  in  Delaware  do  not  have  a 
grasp  of  the  State’s  public  health  services  and 
asked  if  the  committee  could  be  provided  with  a 
package  of  organizational  charts  so  that  physi- 
cians can  understand  the  structure  and  who  is 
responsible  for  what  throughout  the  Department. 
Mr.  Boedigheimer  said  this  would  be  possible. 
Tine  Delaware  Medical  Journal  was  suggested  as 
a vehicle  for  dissemination  of  this  information. 

In  his  presentation  Dr.  Silverman  focused  on 
epidemiological  information  on  diseases  and  popu- 
lations that  could  serve  as  the  basis  for  a plan  of 
action.  He  included  statistics  on  problem  areas  in 
Delaware:  STDs/AIDS  (incidence  is  dramatically 
higher  in  zip  codes  19801, 19802,  and  19805,  and 
referral  sources  are  needed);  lung  cancer 
(Delaware’s  rate  exceeds  the  national  average 
and  there  is  a significant  problem  in  Sussex 
County);  breast  cancer  (Delaware  has  had  the 
highest  mortality  rate  in  the  country  although 
the  incidence  rate  is  lower);  cholesterol; 
mammography  (physicians  have  a major  role  in 
recommending  mammography);  drinking  and 
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driving;  diabetes;  natality;  overall  mortality;  fire- 
related  deaths;  and  immunizations.  As  strate- 
gies, Dr.  Silverman  suggested  that  the  Medical 
Society  of  Delaware  continue  to  work  to  help  form 
public  policy  through  legislation  and  participa- 
tion on  advisory  councils,  to  work  on  access  to 
care,  and  to  get  involved  in  efforts  to  educate  the 
public  on  behavioral  health  risks.  He  asked  the 
committee  to  consider  how  the  Division  of  Public 
Health  could  help.  The  committee  suggested  in- 
cluding a monthly  page  in  the  Delaware  Medical 
Journal  to  disseminate  statistical  information 
from  the  Division  of  Public  Health  to  physicians  in 
Delaware. 

Maria  D.  Perez,  M.D. 

Chairman 

(The  report  was  filed.  The  Reference  Com- 
mittee wanted  to  emphasize  the  support  of 
the  Medical  Society  for  a separate  Depart- 
ment of  Public  Health,  and  recognizes  that 
the  Environmental  and  Public  Health  Com- 
mittee is  relatively  inactive  and  should  be 
more  greatly  utilized.  There  was  also  a rec- 
ommendation for  coordination  of  activities 
of  the  committee  with  chairmen  of  other 
committees.) 

ETHICS  COMMITTEE 

This  committee  has  met  several  times  in  the  last 
year,  usually  in  response  to  concerns  raised  by 
members  of  the  Society.  Several  new  lay  members 
have  been  added  to  provide  added  insight  from 
the  community  in  which  we  live.  They  are  Edwin 
Dafter,  Esq.,  Mr.  Richard  Sanger,  and  Professor 
Paul  T.  Durbin. 

The  following  are  examples  of  the  types  of 
items  which  have  been  discussed  by  the  commit- 
tee with  recommendations  for  action  being  sent  to 
the  Board  of  Trustees.  It  was  not  always  clear  if  an 
item  of  concern  was  truly  of  ethical  significance 
because  there  were  other  issues  not  usually  con- 
sidered to  fall  within  the  purview  of  a committee 
devoted  to  ethics. 

No  answer  has  been  obtained  to  date  from  tbe 
Board  of  American  Specialties  about  the  va- 
lidity of  specialty  designations  in  the  Yellow 
Pages.  We  had  requested  a survey  of  the 
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specialty  listings  in  Delaware  to  determine  if 
there  were  errors  made  in  some  of  the  listings. 
The  Board  had  based  their  decision  to  run 
their  own  “ads”  without  having  made  any 
such  study. 

In  spite  of  a personal  visit  to  the  HCFA  offices 
in  Washington  last  May  by  the  Chairman 
with  the  Society’s  Executive  Director,  the 
committee  has  not  received  a final  decision  on 
a request  to  obtain  a waiver  which  would 
allow  Delaware  physicians  who  so  desire  to 
charge  less  than  Medicare  rates  for  those 
unable  to  afford  regular  fees.  This  request 
was  based  on  a suggestion  that  it  was  ethi- 
cally intolerable  for  physicians  not  to  be  able 
to  adjust  fees  to  fit  the  fiscal  circumstances  of 
poor  patients. 

There  was  a full  discussion  of  a concern  about 
disability  decisions  being  made  by  a physi- 
cian. This  was  referred  to  another  committee. 

Informal  inquiries  usually  resolve  concerns 
about  advertising  when  it  appears  to  suggest 
attributes  to  the  advertiser  which  could  be 
questioned. 

Are  Phone-a-Doc  services  from  out  of  state 
legitimate? 

How  should  a physician  “fire”  a patient?  A 
routine  established  by  the  AMA  is  available 
at  the  Society  Office. 

Changes  being  sought  in  Delaware’s  Death 
with  Dignity  law  were  discussed  by  the  com- 
mittee. 

Can  anything  be  done  to  avoid  confusion 
about  physicians  with  similar  names  espe- 
cially when  involved  in  advertising  claims? 

Concerns  about  “rationing”  of  care  either  as  it 
occurs,  or  how  and  if  it  needs  to  be  formalized, 
were  often  discussed. 

Is  self-referral  for  screening  mammography 
acceptable?  Yes.  A standard  approach  is  be- 
ing developed  to  assure  follow  up. 

- What  can  be  done  if  a nursing  home  refuses  to 
allow  CPR? 
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The  Ethics  Committee  remains  ready  to  re- 
spond to  ethical  concerns  of  Society  members  and 
the  public.  It  continues  to  encourage  physicians, 
whenever  possible,  to  resolve  ethical  consider- 
ations of  patients  at  a local  level  by  informal 
discussions  with  patients  and  their  families  or 
through  their  hospital’s  ethics  committee. 

Robert  W.  Frelick,  M.D. 

Chairman 

(The  report  was  filed.  The  Reference  Com- 
mittee noted  that  concern  was  expressed 
about  the  concept  of  ethical  issues  versus 
the  concept  of  good  patient  care.) 

LEGISLATIVE  ACTION  COMMITTEE 

The  Legislative  Action  Committee  was  formed 
three  years  ago  to  provide  a “medical  presence” 
and  to  ensure  that  members  of  Delaware’s  Gen- 
eral Assembly  are  informed  about  the  opinions  of 
the  Medical  Society  of  Delaware  on  key  legislative 
issues.  A member  of  the  Legislative  Action  Com- 
mittee is  in  Dover  at  all  regular  and  special 
sessions  of  the  State  Legislature.  The  member- 
ship of  the  committee  has  increased  during  the 
past  year,  which  has  been  helpful  in  providing 
coverage  for  the  more  than  50  legislative  sessions 
held  during  the  first  half  of  the  136th  General 
Assembly.  Tine  participation  of  a significant  num- 
ber of  Kent  County  physicians  is  especially  appre- 
ciated. 

This  legislative  year  was  typical  of  most  in 
that  there  was  a continued  barrage  of  legislation 
that  would  impinge  on  the  practice  of  medicine. 
House  Bill  93  would  allow  physical  therapists  to 
evaluate  and  treat  without  physician  referral. 
Senate  Bill  108  would  allow  optometrists  to  pre- 
scribe certain  medications  for  the  treatment  of 
ophthalmic  diseases.  Senate  Bill  205  would  per- 
mit an  Advanced  Registered  Nurse  Practitioner 
to  work  independent  of  the  supervision  of  a phy- 
sician, dentist,  or  podiatrist.  We  have  been  able  so 
far  to  protect  the  practice  of  medicine  from  intru- 
sions by  groups  seeking  to  enlarge  their  scope  of 
practice,  but  the  effort  has  prevented  the  Society 
from  pursuingamore  pro-active  legislative  agenda. 
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The  year’s  legislative  successes  include  pas- 
sage of  legislation  supported  by  the  Society  to 
license  and  regulate  physician’s  assistants  under 
the  Board  of  Medical  Practice  as  well  as  a bill  to 
permit  nurse  pronouncement  of  death  for  termi- 
nally ill  patients  in  nursing  homes  when  autho- 
rized by  the  attending  physician.  The  Society  will 
push  for  action  in  the  next  session  on  two  bills 
introduced  at  the  Society’s  initiative  late  in  June. 
House  Bill  387  provides  protection  for  patients  in 
utilization  review  and  managed  care.  House  Bill 
394  defines  the  responsibility  of  mental  health 
service  providers  concerning  patients’  threats  to 
use  violence.  It  is  anticipated  that  legislation 
drafted  by  the  Society  to  amend  the  Medical 
Practices  Act  will  be  introduced  early  next  year. 

Special  thanks  are  due  to  the  Society’s  Legis- 
lative Specialist,  Ned  Davis,  and  the  members  of 
the  Legislative  Action  Committee  who  repre- 
sented the  Society  during  legislative  sessions. 

Stephen  R.  Permut,  M.D. 

Chairman 

(The  report  was  filed.) 

HEALTH  ACCESS  DELAWARE 

Over  one  year  ago,  Governor  Castle  signed  in  to 
law  an  act  creating  the  Delaware  Health  Care 
Commission.  The  Commission  resulted  from  sev- 
eral months  of  intense  study  by  the  Indigent 
Health  Care  Task  Force  which  was  formed  by  the 
Governor  to  propose  feasible  solutions  for  provid- 
ing access  to  health  care  for  the  estimated  70,000 
Delawareans  who  lack  some  form  of  health  insur- 
ance. The  Commission  was  formed  to  oversee  the 
implementation  of  the  Task  Force  recommenda- 
tions and  to  develop  and  monitor  pilot  programs 
in  health  care  delivery.  To  complement  these 
initiatives  by  state  government  and  to  ensure 
that  the  Medical  Society  would  play  an  active  and 
meaningful  7’ole  in  addressing  this  vital  issue,  I 
formed  an  important  new  task  force  earlier  this 
year  called  Health  Access  Delaware. 

The  inaugural  meeting  of  Health  Access 
Delaware  was  held  on  June  17,  1991.  As  back- 
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ground  to  the  access  issue,  I presented  to  the  Task 
Force  extensive  information  regarding  increases 
in  health  care  costs  from  1965  to  1990  (see  chart). 

The  Task  Force  was  briefed  on  remarks  I had 
given  before  a panel  convened  by  the  National 
Governors  Association  on  health  care  costs,  out- 
lining possible  solutions  to  the  health  care  cost 
dilemma,  including  physician  and  patient  educa- 
tion; national/regional  guidelines;  tort  reform; 
appropriate  use  of  paramedical  personnel;  the 
evaluation  of  new  technology  before  its  applica- 
tion; the  establishment  of  priorities  for  health 
care  delivery;  the  use  of  more  co-payments  in 
insurance  contracts;  and  making  preventive  care 
a first  prioi'ity. 

By  way  of  summarizing  the  charges  of  Health 
Access  Delaware,  task  force  members  were  in- 
formed that  the  following  issues  must  be  ad- 
dressed: 1)  recruitment  and  retention  of  primary 
care  physicians  in  underserved  areas  of  the  state; 
and  2)  access  to  needed  medical  service  for  the 
uninsured.  I am  pleased  to  report  that  great 
strides  have  been  made  in  addressing  the  bilat- 
eral charge  of  Health  Access  Delaware.  The  Sub- 
committee on  Primary  Care  Physician  Access, 
chaired  by  Stephen  R.  Permut,  M.D.,  has  met 
several  times  and  is  investigating  ways  to  in- 
crease the  number  of  primary  care  physicians  in 
the  state  of  Delaware.  The  subcommittee’s  action 
plan  includes:  the  development  of  a speakers’ 
bureau  for  presentations  to  prospective  medical 
students  and  residents,  as  well  as  programs  tar- 
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geted  to  private  industry;  supporting  innovative 
training  initiatives  for  the  placement  of  residents 
and  teaching  faculty  in  underserved  areas  of  the 
state;  and  exploring  ways  in  which  the  Society 
can  work  with  the  DIMER  program.  Also,  the 
Subcommittee  on  Voluntary  Access  Programs, 
chaired  by  James  P.  Marvel,  Jr.,  M.D.,  is  actively 
reviewing  information  from  programs  across  the 
country  which  encourage  physicians  to  voluntar- 
ily accept  Medicaid  and  uninsured  patients.  Upon 
the  recommendation  of  the  committee,  Pennsyl- 
vania Blue  Shield  has  received  our  request  for  a 
waiver  to  the  Medicare  requirements  which  pre- 
clude physicians  from  routinely  not  billing  the 
Medicare  co-pay.  The  waiver  would  apply  to  only 
those  patients  who  have  been  certified  by  the 
Nemours  program  as  medically  indigent. 

Health  Access  Delaware  is  off  to  a good  start 
and  is  establishing  itself  as  a meaningful  partici- 
pant in  addressing  access  to  appropriate  health 
care  for  the  state’s  uninsured  and  underinsured. 
The  Medical  Society  of  Delaware  is  well  repre- 
sented in  this  vital  issue  requiring  physician 
input  and  involvement. 

Ali  Z.  Ham  el  i,  M.D. 

President 

(The  report  was  filed.) 

THE  MATERNAL  AND  CHILD  HEALTH 
COMMITTEE 

Despite  infusions  of  time  and  money,  Delaware’s 
infant  mortality  rate  is  still  at  the  level  of  1985, 
the  year  of  the  establishment  of  the  Legislative 
Task  Force  on  Infant  Mortality.  During  the  past 
year  the  Medical  Society  of  Delaware  has  taken 
part  in  several  initiatives  to  address  problems 
associated  with  infant  mortality. 

Members  of  the  Medical  Society  met  with 
Thomas  Eichler,  Secretary  of  Health  and  Social 
Services,  to  advise  him  on  Medicaid  reimburse- 
ment programs  which  were  effected  this  spring. 

Input  concerning  the  crisis  concerning  the 
provision  of  prenatal  and  pediatric  services  in 
Sussex  County  was  given  to  state  consultants 
studying  the  problem.  A solution  for  the  provision 
of  obstetrical  services  was  implemented. 
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The  long-awaited  statewide  prenatal  records 
were  finally  printed  this  year.  They  have  been 
distributed  to  hospitals  in  New  Castle  County, 
but  a problem  with  printing  has  prevented  the 
distribution  of  the  forms  to  hospitals  in  Kent  and 
Sussex  Counties.  We  have  been  informed  that 
additional  forms  will  soon  be  available  for  those 
hospitals  as  well 

The  Maternal  and  Child  Care  Committee 
applied  to  the  National  Infant  Mortality  Review 
Program  for  a grant  to  review  the  factors  affecting 
infant  mortality  in  Delaware.  The  Medical  Soci- 
ety supported  the  application  of  the  Medical  Cen- 
ter of  Delaware  for  a special  Federal  “Healthy 
Start”  grant  which  would  have  provided  funds  for 
indigent  obstetrical  and  pediatric  patients  in  New 
Castle  County.  Unfortunately,  neither  grant  was 
funded. 

Despite  (or  because  oD  the  mixed  results 
described  above,  the  members  of  the  Maternal 
and  Child  Care  Committee  continue  to  work  with 
community  and  state  leaders  to  decrease  the  high 
infant  mortality  rate  in  Delaware. 

Garrett  H.C.  Colmorgen,  M.D. 

Chairman 

(The  report  was  filed.) 

MEDICINE  AND  RELIGION  COMMITTEE 

The  focus  of  the  Medicine  and  Religion  Commit- 
tee continued  to  be  the  spring  physician-clergy 
breakfast  and  the  fall  breakfast  coinciding  with 
the  annual  meeting  of  the  Medical  Society  of 
Delaware.  Both  meetings  addressed  areas  of  so- 
cial, medical,  and  ethical  concerns,  and  it  was  our 
distinct  privilege  to  have  distinguished  guests  to 
focus  our  interest  and  expand  our  knowledge  in 
these  areas. 

The  spring  breakfast  was  led  by  Michael  H. 
Levy,  M.D.  Ph.D.,  from  Fox  Chase  Medical  Cen- 
ter and  addressed  the  evolving  need  for  dealing 
with  death  with  dignity  and  code  status.  Our  fall 
breakfast  will  be  focusing  on  the  homeless  and 
Father  William  Perkins  has  graciously  accepted 
our  invitation  to  add  perspectives  and  dimensions 
to  our  knowledge  in  this  area. 
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We  believe  that  the  committee  has  achieved 
its  goal  of  combining  medical  and  social  problems 
and  awareness  with  a spiritual  insight  into  these 
areas. 

Bruce  A.  Fellows,  M.D. 

Chairman 

(The  report  was  filed.) 

MEDICO-LEGAL  AFFAIRS  COMMITTEE 
AND  JOINT  COMMITTEE  OF  PHYSICIANS 
AND  ATTORNEYS 

The  following  items  have  occurred  during  the 
past  year. 

1.  A dispute  between  a physician  and  an  attor- 
ney about  the  provision  of  medical  records 
was  resolved. 

2.  The  legal  representatives  are  doing  some 
amendments  to  the  interprofessional  code. 
When  these  are  ready,  another  meeting  will 
be  held.  It  is  hoped  that  the  code  will  be  ready 
for  a submission  to  our  respective  Boards. 

3.  The  Joint  Committee  decided  not  to  go  ahead 
with  sponsoring  another  educational  effort 
like  the  successful  AIDS  meeting  we  had  a 
couple  of  years  ago. 

4.  The  major  activity  this  year  has  been  revision 
of  the  Delaware  Death  with  Dignity  statute. 
A subcommittee  of  the  Joint  Committee  of 
Physicians  and  Attorneys  was  formed  to  pro- 
pose amendments  to  the  Delaware  Act  as  a 
result  of  the  Cruzan  case  widely  reported  in 
the  national  press.  We  have  had  numerous 
meetings,  discussed  adoption  of  the  AMA 
Model  Act,  met  with  our  lobbyist,  and,  finally, 
written  an  amendment  to  the  existing  Dela- 
ware Act.  There  has  been  some  lack  of  uni- 
formity in  thinking  between  our  Committee 
and  the  Estates  and  Trusts  Committee  of  the 
Bar  Association,  which  we  have  tried  to  rec- 
oncile. The  proposed  Act  has  been  submitted 
to  the  legislature,  but  has  not  been  acted 
upon.  Most  recently,  two  of  our  state  repre- 
sentatives have  submitted  amendments.  At 
the  time  of  this  report,  committee  meetings 
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are  scheduled  to  attempt  to  resolve  these  final 
difficulties. 

5.  An  inquiry  was  received  regarding  the  mat- 
ter of  records  retention  after  the  retirement/ 
death  of  a physician.  This  was  referred  to  the 
Medical  Society’s  Legal  Counsel  for  an  opin- 
ion, with  the  possibility  that  consideration  by 
a Bar  Association  Committee  may  be  needed 
also. 

John  T.  Hogan,  M.D. 

Chairman 

(The  report  was  filed.  The  Reference  Com- 
mittee suggested  that  the  Society  look  into 
ways  that  it  could  provide  a service  to  retir- 
ing physicians  for  storage  and  retrieval  of 
medical  records  for  the  required  statutory 
period.  It  was  also  suggested  that  the  previ- 
ous joint  meetings  of  the  Medical  Society  of 
Delaware  and  the  Delaware  State  Bar  Asso- 
ciation be  re-instituted.) 


MENTAL  HEALTH,  ALCOHOLISM 
AND  DRUG  ABUSE  COMMITTEE 

Although  there  is  no  apparent  problem  of  access 
to  care  in  the  private  sector,  limited  insurance 
benefits  often  deprive  persons  of  mental  health 
care  by  doctors  of  their  choice.  This  is  a matter 
that  requires  collective  concern  by  the  medical 
community.  Another  access  problem  is  the  long 
wait  for  admission  to  State  facilities  for  alcohol- 
ism and  drug  abuse  treatment.  A third  access 
issue  is  the  threat  of  restrictions  on  emergency 
admissions  to  the  State  Hospital.  We  have  been 
informed  that  there  is  again  an  effort  in  that 
direction:  a committee  will  review  the  system 
with  a view  to  revise  the  statutes.  Not  only  is  this 
important  as  a civil  rights  issue,  but  it  is  of 
importance  as  a health  issue.  Making  it  more 
difficult  to  hospitalize  a disturbed  patient  on  an 
emergency  basis  may  relieve  the  State  Hospital  of 
burdensome  duties,  but  could  be  a disservice  to 
the  sick  and  to  the  community.  The  present 
system  of  emergency  involuntary  hospitalization 
provides  a safe  and  reasonable  way  to  evaluate  an 
acutely  disturbed  patient  in  a protective  way.  We 
urge  the  Society  to  play  an  active  role  in  the 
process  of  legislation  on  these  matters. 
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The  committee  also  expressed  its  concern 
about  the  intrusion  of  so-called  “managed  care” 
organizations  in  patient  care.  It  is  quite  evident 
that  these  agencies  have  multiplied  as  profitable 
businesses  because  they  make  money  by  saving 
money  for  health  insurance  carriers.  That  is,  both 
make  a profit  by  limiting  treatments.  Treatment 
decisions  are  taken  from  the  physician-patient 
partnership  and  are  made  by  a faceless,  anony- 
mous (usually  non-physician)  person  at  an  800 
number  who  operates  from  a “cook-book”  check 
list.  An  individual  physician  is  powerless  to  op- 
pose this  systematic  interference.  Therefore,  we 
urge  the  Society  to  become  involved  in  a legisla- 
tive approach  to  protect  the  traditional  doctor- 
patient  treatment  responsibility. 

Norman  Taub,  M.D. 

Chairman 

(The  report  was  filed.  The  Reference  Com- 
mittee suggested  that  this  committee  work 
towards  improved  public  awareness  of  the 
dangerous  effects  of  alcohol  and  other  sub- 
stances of  abuse  on  pregnant  women  and 
their  developing  fetuses.) 

PHARMACY  COMMITTEE 

Finding  identity  this  year  was  solved  by  the 
problems  tackled  by  the  Pharmacy  Committee. 

Action  number  one:  Review  of  the  proposed 
PharmacyActrevision.Thisreviewbroughtforth 
the  following  actions: 

1.  Recommended  that  our  Board  of  Trust- 
ees convey  to  the  Board  of  Pharmacy  our 
very  strong  objection  to  permitting  the 
dispensing  of  therapeutically  equivalent 
drug  products  in  the  Pharmacy  Act  re- 
write. The  committee  further  urges  that 
physicians’  prescriptions  say  “Generic  sub- 
stitution only.” 

2.  Supported  the  Pharmacy  Board’s  request 
for  a statute  to  provide  emergency  refills 
of  non-controlled  substances. 

3.  Asked  our  Board  of  Trustees  to  approach 
the  Nemours  Clinic  and  the  Pharmaceu- 
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tical  Society  to  enable  the  delivery  of 
controlled  substances  to  Nemours  clients 
downstate. 

Action  number  two:  Invited  the  Pharmaceu- 
tical Society  to  send  representatives  to  a meeting 
of  the  Pharmacy  Committee.  This  was  accom- 
plished when  Roger  Campbell,  R.Ph.,  President 
of  the  Delaware  Pharmaceutical  Society,  and 
Gary  Fox,  R.Ph.,  Chairman  of  the  Pharmaceuti- 
cal Society’s  Professional  Relations  Committee, 
participated  in  our  September  25, 1991,  meeting. 
These  two  gentlemen  reassured  us  that  the  Phar- 
macy Act  revision  is  scheduled  to  meet  our  sug- 
gested charge.  Pharmacy  Committee  members 
suggested  that  a card  be  given  to  Nemours  Clinic 
participants  and  this  be  used  in  downstate  phar- 
macies, with  payment  coming  from  the  Nemours 
Clinic.  This  was  passed  on  to  our  Board  of  Trust- 
ees for  further  action. 

Action  number  three:  Asked  the  Medical 
Society’s  Board  of  Trustees  to  appoint  a Drug 
Utilization  Review  Committee  to  meet  with  the 
Pharmaceutical  Society’s  DUR  Committee.  Such 
a coalition  could  then  approach  the  State  of  Dela- 
ware with  their  preconceived  plan  on  how  the 
DUR  Program  should  be  done  in  Delaware,  all  the 
time  seeking  an  even  balance  of  State  employees 
and  doctors  and  pharmacists. 

Action  number  four:  Recommended  that  the 
Medical  Society  of  Delaware  support  a change  in 
the  Delaware  regulations  to  conform  to  the  Fed- 
eral regulation  that  permits  partial  dispensing  of 
Schedule  II  medications  for  the  terminally  ill  for 
at  least  a period  of  60  days. 

REMEMBER:  Senator  David  Pryor  still  lives! 

Rhoslyn  J.  Bishoff,  M.D. 

Chairman 

(The  report  was  adopted.  The  Reference 
Committee  expressed  concern  regarding 
physician  participation  in  the  Drug  Utiliza- 
tion Review  program.) 
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PHYSICIANS’  HEALTH  COMMITTEE 

The  Physicians’  Health  (formerly  Impaired  Phy- 
sicians’) Committee  caseload  continues  to  increase. 
The  scope  of  problems  dealt  with  has  been  varied. 
There  has  been  a tendency  toward  earlier  referral 
by  callers  who  are  usually  concerned  with  the 
physician’s  welfare  as  well  as  that  of  the  patient 
and  professional  milieu.  The  relationship  and 
collaborative  effort  with  the  Board  of  Medical 
Practice  has  been  excellent.  This  year,  the  Board 
of  Trustees  charged  the  committee  with  the  func- 
tion of  expanding  its  scope  to  deal  with  the  issue 
of  HIV  positive  physicians. 

The  committee  is  presently  in  the  process  of 
increasing  its  membership  in  order  to  accommo- 
date the  dramatically  increased  caseload  with 
efficiency  and  continued  quality  of  service. 

Carol  A.  Tavani,  M.D. 

Chairman 

(The  report  was  filed.) 

PRISON  HEALTH  CARE  COMMITTEE 

Although  the  Prison  Health  Care  Committee  has 
had  no  meetings  during  this  year,  it  has  not  been 
a year  of  inactivity.  We  have  had  no  crises  or 
major  problems  which  have  required  the  atten- 
tion of  the  full  committee,  but  we  have  had  several 
patient  complaints.  The  Medical  Director  of  Cor- 
rectional Medical  Systems  and  I have  a good 
working  relationship,  and  we  have  been  able  to 
resolve  these  patient  complaints  by  close  commu- 
nication, correspondence  and  appropriate  action. 
I am  grateful  to  Doctor  Benjamin  Van  Robinson 
for  his  cooperation  and  for  his  concern  for  the 
patient’s  welfare. 

There  continues  to  be  a need  for  consultants 
to  whom  Correctional  Medical  Systems  can  refer 
patients,  and  I would  welcome  any  of  our  mem- 
bers to  volunteer  their  services  in  this  regard. 

Dennis  R.  Witmer,  M.D. 

Chairman 

(The  report  was  filed.) 


SCHOOL  HEALTH  COMMITTEE 

Activities  of  the  School  Health  Committee  this 
year  were  focused  mainly  on  expanding  the  state’s 
high  school  wellness  programs.  Dr.  Janet  Kramer, 
Dr.  Dickson-Witmer,  and  other  members  of  the 
committee  lobbied  the  school  boards  and  PTAs  to 
allow  expansion  of  the  programs  in  the  existing 
wellness  clinics  to  include  treatment  of  sexually 
transmitted  diseases  and  to  include  distribution 
of  condoms  to  students  confirmed  to  have  active 
infections  with  sexually  transmitted  diseases. 

The  high  school  wellness  clinics  are  function- 
ing very  actively.  As  soon  as  funds  become  avail- 
able from  the  limited  state  coffers,  plans  are  in  the 
works  to  expand  the  program  to  at  least  two, 
possibly  four,  more  schools  within  the  next  calen- 
dar year. 

Diana  Dickson-Witmer,  M.D. 

Chairman 

(The  report  was  filed  with  commendat  ion  to 
Dr.  David  Platt  for  his  work  as  liaison  with 
the  schools  and  the  speakers’  bureau  and 
the  recommendation  for  increased  dissemi- 
nation  of  these  services  to  downstate 
schools.) 

SPECIALTY  SOCIETIES  COMMITTEE 

Representatives  of  the  specialty  societies  were 
invited  to  submit  reports  for  inclusion  in  the 
House  of  Delegates  handbook.  The  Medical  Soci- 
ety of  Delaware  is  concerned  in  knowing  about 
any  special  interests  or  concerns  that  come  to  the 
attention  of  the  various  specialty  groups. 

The  reports  that  were  submitted  follow. 

Ali  Z.  Hameli,  M.D. 

President 

DELAWARE  RADIOLOGICAL  SOCIETY 

At  its  spring  meeting,  the  members  of  the  Dela- 
ware Radiological  Society  discussed  two  items 
which  I believe  warrant  attention. 
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The  State  introduced  a certification  program 
for  those  who  administer  ionizing  radiation.  This 
encompasses  radiologic  technologists,  therapy 
technologists,  nuclear  medicine  technologists,  and 
dental  assistants.  While  it  was  initially  discussed 
to  have  certification  vary  depending  upon  the 
type  of  study  performed,  this  was  changed  to  a 
single  test  dealing  with  questions  on  radiation 
safety.  This  minimal  examination  has  become  the 
standard  by  which  the  State  issues  certificates. 
The  membership  of  the  Delaware  Radiological 
Society  feels  that  this  standard  is  not  sufficient  to 
insure  qualification.  We  have  asked  the  Delaware 
Radiation  Authority  to  review  the  certification 
procedure  with  our  recommendation  that  a more 
meaningful  standard  of  knowledge  and  compe- 
tence be  introduced. 

Tine  Society  supports  the  recommendations  of 
the  American  College  of  Radiology  concerning 
screening  mammography.  We  have  been  con- 
cerned about  the  high  incidence  of  breast  cancer 
in  our  State.  While  a State-sponsored  mobile 
mammography  program  has  been  introduced, 
there  is  concern  about  its  location.  We  hope  that 
it  will  be  directed  towards  the  indigent  population 
throughout  the  State.  Members  of  the  Society 
who  perform  mammography  have  been  encour- 
aged to  offer  screeni  ng  services  at  facilities  where 
they  practice.  It  is  hoped  that  if  the  State  consid- 
ers expanding  the  screening  mammography  pro- 
gram, they  will  do  this  in  consultation  with  the 
Delaware  Radiological  Society. 

H.  Theodore  Harcke,  M.D. 

President 

DELAWARE  ACADEMY 
OF  DERMATOLOGY 

During  the  past  year  the  members  of  the  Dela- 
ware Academy  of  Dermatology  have  become  in- 
creasingly concerned  over  the  course  of  medicine 
for  the  elderly  in  this  country.  With  new  Medicare 
regulations  on  the  horizon,  it  is  our  feeling  that 
these  new  regulations  will  drastically  affect  the 
course  of  medicine  in  the  future.  The  new  regula- 
tions in  their  present  form  will  obviously  limit  the 
way  physicians  can  afford  to  care  for  Medicare 
patients.  It  may  also  limit  access  to  care  for  the 
Medicare  patients.  Efforts  are  being  taken  by  the 
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Delaware  Academy  of  Dermatology  and  also  the 
National  American  Academy  of  Dermatology  in 
an  attempt  to  ensure  that  physicians  will  be 
properly  reimbursed  for  their  efforts.  It  is  felt  that 
if  changes  are  not  made  in  the  present  program 
scheduled  to  be  implemented  on  the  first  of  Janu- 
ary of  next  year,  then  drastic  changes  will  occur 
concerning  patients’  access  and  treatment  under 
the  Medicare  system. 

Paul  A.  Sica,  Jr.,  M.D. 

President 

DELAWARE  SOCIETY 
OF  INTERNAL  MEDICINE 

The  major  issues  of  this  year  for  the  Delaware 
Society  of  Internal  Medicine  have  been  the  HCFA 
fee  schedule  and  the  RBRVS  program.  We  have 
been  active  in  contacting  the  congressional  repre- 
sentatives to  voice  our  opinions,  and,  as  witnessed 
by  the  large  number  of  letters  to  congressmen, 
there  have  been  some  successes  with  this  cam- 
paign. In  addition,  the  EKG  reimbursement  prob- 
lem has  been  addressed  as  well,  and  we  are 
hoping  that  legislation  to  be  introduced  soon  in 
the  House  of  Representatives  will  eliminate  the 
non-payment  for  EKG  readings  scheduled  to  start 
January  1,  1992. 

We  have  continued  twice-yearly  meetings 
with  Blue  Cross  Blue  Shield  representatives  from 
Camp  Hill.  Dr.  Joseph  Ricci  and  Everett  Bryant 
from  Camp  Hill  Blue  Cross  Blue  Shield  met 
with  representatives  from  eastern  component 
societies  of  Internal  Medicine  in  April  in  Philadel- 
phia. Several  issues  concerningthird-party  payer 
problems  such  as  concurrent  care  problems,  down- 
coding problems,  communication  problems,  etc., 
were  discussed.  These  meetings  continue  on  an 
every  six-month  basis  and  they  are  very  produc- 
tive at  this  point. 

Finally,  the  yearly  Delaware  Society  of  Inter- 
nal Medicine  meeting  is  coming  up  in  November 
and  our  annual  ASIM  meeting  in  Washington 
will  be  held  in  mid-October.  We  will  have  four 
representatives  attending  this  year,  and  we  will 
again  try  to  meet  with  congressmen  in  Washing- 
ton to  further  state  our  opinions  concerning  the 
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present  medical  issues.  We  would  appreciate  any 
input  from  DSIM  members  or  others  if  they  have 
any  issues  that  they  wish  to  raise  at  the  various 
meetings  that  we  have. 

Paul  W.  Montigney,  M.D. 

President 

DELAWARE  CHAPTER 

AMERICAN  COLLEGE  OF  PHYSICIANS 

The  only  issue  of  concern  to  the  members  of  the 
Delaware  Chapter  of  the  College  of  Physicians 
has  been  the  Access  to  Care  Project.  A number  of 
members  of  our  society  have  responded  to  ques- 
tions from  the  national  office  of  the  College  relat- 
ing to  this  matter. 

William  J.  Holloway,  M.D. 

Governor 

DELAWARE  SOCIETY 
OF  ORTHOPAEDIC  SURGEONS 

During  the  past  year  the  Delaware  Society  of 
Orthopaedic  Surgeons  has  been  concerned  with 
H.B.  93,  dealing  with  patient  access  to  a physical 
therapist  without  prescription  from  a physician 
or  dentist.  Our  concern  is  that  this  legislation  is 
not  in  the  best  interest  of  the  patient  and  that  it 
will  tend  to  raise  costs  of  medical  care.  As  you 
know,  the  measure  did  not  pass  during  the  year’s 
legislative  session  although  the  measure  was 
close. 

We  plan  to  discuss  this  measure  along  with 
our  approach  to  other  legislative  initiatives  at  our 
annual  meeting  on  Friday,  November  8,  1991. 

David  C.  Stephens,  M.D. 

President 

DELAWARE  ACADEMY 
OF  FAMILY  PHYSICIANS 

The  Delaware  Academy  of  Family  Physicians 
reviewed  the  letter  John  Hocutt,  Jr.,  M.D.,  Presi- 
dent of  the  Delaware  Academy  of  Family 
Physicians,  received  from  Ali  Z.  Hameli,  M.D., 
President  of  the  Medical  Society  of  Delaware,  in 
which  Dr.  Hameli  requested  a report  from  the 
Academy  regarding  any  concerns  and/or  issues 


the  Academy  would  want  to  bring  to  the  attention 
of  the  Medical  Society. 

Members  of  the  Academy  wish  to  note  that 
they  were  pleased  to  see  the  Medical  Society’s 
involvement  in  the  passage  of  the  seat  belt  bill 
(House  Bill  80)  in  Dover  earlier  this  year.  There 
was  consternation  displayed  over  the  passage  of 
Senate  Amendment  No.  4,  which  adds  licensed 
physical  therapists  to  doctors  as  persons  who  may 
give  verification  that  a person  is  unable  to  wear  an 
occupant  protection  system. 

Finally,  the  membership  agreed  to  forward  to 
the  Medical  Society  of  Delaware's  House  of  Del- 
egates a resolution  in  support  of  legislation  to 
limit  the  possibility  of  product  liability  suits  and 
thereby  lower  the  cost  of  childhood  vaccines  that 
had  already  been  submitted  to  the  American 
Academy  of  Family  Physicians. 

John  Hocutt,  Jr.,  M.D. 

President 


DEI^AWARE  CHAPTER 
AMERICAN  ACADEMY 
OF  PHYSICAL  MEDICINE 
AND  REHABILITATION 

The  Delaware  Chapter  of  the  American  Academy 
of  Physical  Medicine  and  Rehabilitation  has  had 
a strong  year.  There  have  been  four  meetings 
which  have  included  review  of  scientific  litera- 
ture as  well  as  discussion  of  issues  relevant  to  the 
practice  of  PM&R  in  the  state  ofDelaware.  Areas 
of  concern  include  legislative  proposals  which  will 
alter  the  quality  of  medical  service  to  patients 
with  neuromuscular  problems  and  disabilities. 
There  have  been  repeated  efforts  by  physical 
therapists  seeking  independent  practitioner  sta- 
tus. We  are  gratified  with  the  Medical  Society’s 
support  on  this  issue  and  know  that  it  represents 
an  issue  which  affects  multiple  disciplines  in  the 
state. 

We  are  most  concerned  about  recent  govern- 
ment proposals  in  their  radical  reversal  in  agree- 
ments concerning  a formula  for  calculating 
physician  reimbursement  for  visits.  Again,  we  are 
gratified  that  the  Medical  Society  has  taken  a 
strong  position  in  this  area 
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Finally,  we  are  concerned  about  an  area 
which  has  not  been  addressed  and  that  concerns 
the  performance  of  electromyography  by  thera- 
pists. We  continue  to  desire  strong  clarification 
from  the  state  medical  board  that  electromyogra- 
phy represents  an  invasive  procedure  and  as  such 
should  be  performed  by  physicians.  We  are  in  the 
process  of  trying  to  gather  specific  data,  but  we 
have  been  told  that  there  are  now  chiropractors  in 
Delaware  who  are  performing  electrodiagnostic 
procedures  on  patients.  We  have  serious  reserva- 
tions about  the  ability  of  chiropractors,  as  well  as 
physical  therapists,  to  perform  this  important 
medical  diagnostic  procedure. 

Michael  A.  Alexander,  M.D. 

President 

DELAWARE  UROLOGICAL  SOCIETY 

In  1981 1 was  contacted  by  the  American  Urological 
Association  to  obtain  some  data  for  AUA  and  AMA 
on  the  status  of  urologists  in  the  state  of  Dela- 
ware. Since  Delaware  was  one  of  a few  states  in 
the  union  which  had  not  formed  a society,  it  was 
very  difficult  to  ascertain  any  accurate  informa- 
tion. Finally,  after  long  campaigning,  small  num- 
bers of  Urologists  agreed  to  form  a society  and  on 
September  1, 1982,  the  Delaware  Urological  Soci- 
ety was  officially  born  in  Dover,  Delaware.  The 
Delaware  Urological  Society  has  been  very  active 
from  its  inception,  with  positive  agendas  on  vari- 
ous projects.  The  membership  has  grown  dra- 
matically to  include  all  urologists  in  the  state  of 
Delaware  including  those  of  the  Alfred  I.  duPont 
Institute  as  well  as  the  VA  Medical  Center,  and 
some  urologists  from  out  of  state  have  also  joined. 
The  Society’s  agenda  has  been  formulated  as 
follows: 

1.  The  primary  mission  of  the  Society  is 
education,  to  upgrade  the  knowledge  of 
the  urologists  and  to  stay  with  current 
and  midstream  practices  of  medicine. 
This  has  been  accomplished  by  a variety 
of  avenues  such  as: 

a.  Yearly  scientific  and  academic  con- 
ventions. The  last  Delaware  Urologi- 
cal Society  Convention  as  held  at  the 
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Hotel  duPont.  Most  urologists  within 
the  state  and  some  from  out  of  state 
participated  with  full  capacities.  Tine 
speaker  for  this  meeting  was  Dr. 
Gomelafrom  Thomas  Jefferson  Uni- 
versity. 

b.  The  hour  bi-weekly  Urological  meet- 
ings, accredited  for  two  hours  in  Cat- 
egory 1,  are  presently  held  at  the 
Medical  Center  of  Delaware,  Christi- 
ana Hospital.  The  agenda  for  the 
meeting  is  comprehensive  and  in- 
cludes the  participation  of  distin- 
guished and  eminent  guest  speakers 
from  out  of  state.  All  physicians  are 
invited  to  attend. 

2.  The  annual  Ferris  Memorial  is  usually 
held  in  the  spring  in  conjunction  with 
pediatricians  at  the  Medical  Center  of 
Delaware. 

3.  TheDelawareUrologicalSocietyhasbeen 
active  in  national  medico-political  activi- 
ties, has  been  very  active  in  the  annual 
socioeconomic  forum  sponsored  by  AUA, 
and  meets  annually  with  House  and  Sen- 
ate Subcommittees  on  health  care  for 
Urological  Reimbursement,  usually  held 
in  Toronto,  Canada.  The  fee  for  service  by 
urologists  has  not  been  altered  substan- 
tially. Also,  at  the  present  time,  a survey 
is  being  conducted  on  three  specialties  for 
future  medical  costs.  These  specialties 
are  Internal  Medicine,  Rheumatology  and 
Urology.  The  AUA  has  chosen  the  RAND 
Plans  to  conduct  the  survey  and  to  create 
a practical  guideline.  The  Delaware 
Urological  Society  will  invoke  participa- 
tion in  this  comprehensive  study.  The 
RAND  Plan  will  be  the  basis  for  future 
fee-for-service  reimbursement  which  the 
Congress  will  enact  this  coming  fall. 

4.  On  September  4-6,  1991,  the  Delaware 
Urological  Society  held  a Prostatic  Can- 
cer Screening  Clinic  at  the  VA  Medical 
Center  that  was  open  to  both  non-veter- 
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ans  and  veterans.  This  turned  out  to  be 
very  successful,  and  we  hope  to  continue 
this  program  on  a yearly  basis. 

Alex  M.  Raney,  M.D. 

President 

DELAWARE  CHAPTER, 

AMERICAN  ACADEMY  OF  PEDIATRICS 

As  of  July  1,  1991,  the  Delaware  Chapter  of  the 
American  Academy  of  Pediatrics  membership 
was  178  including  80  fellows,  38  affiliates,  28 
residents,  eight  specialty  fellows,  16  candidate 
fellows,  six  emeritus  fellows  and  two  special  affili- 
ates. 

The  current  officers  are:  President  - Louis 
Bartoshesky;  Vice  President  - David  Epstein; 
Secretary  - Michael  Spear;  Treasurer  - Joseph 
Vitale;  Past  President  - Pat  Purcell;  Members-at- 
Large  - Sandra  Hassink,  Walter  Omans  and 
Stephen  Restaino. 

The  chapter  sponsored  two  community  edu- 
cational symposia  in  1990-91  including  the  R.O.  Y. 
Warren  symposium  in  November  and  the  Handy 
Neonatal  Lectures  in  the  spring. 

The  American  Academy  of  Pediatrics’  pri- 
mary goal  nationally  has  been  to  improve  access 
to  care  for  children.  The  local  Delaware  Chapter 
has  supported  this  and  has  been  active  in  efforts 
to  improve  access. 

The  Delaware  Chapter  held  a special  meeti  ng 
in  April  1991  to  discuss  aspects  of  access  to  pedi- 
atric care  in  Delaware.  Among  the  projects  that 
the  Chapter  carried  out  was  an  estimate,  in 
conjunction  with  the  Delaware  Office  of  Health 
Statistics,  of  the  ratio  of  primary  care  pediatri- 
cians to  children  in  the  state.  It  appears  from 
these  data  that  the  ratio  of  pediatricians  in  pri- 
mary care  to  children  in  New  Castle  County  is 
approximately  1:2,200,  while  in  Kent  and  Sussex 
Counties  it  is  approximately  1:4,000  - 1:5,000. 

Availability  of  immunizations  and  percent- 
age of  children  appropriately  immunized  have 
been  a concern  of  the  Academy  in  1990-91.  It  has 
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been  estimated  that  up  to  30  percent  of  children 
age  two  are  not  adequately  immunized.  Because 
of  the  requirement  of  full  immunization  before 
entering  school,  over  98  percent  of  five  year  olds 
are  appropriately  immunized.  The  Academy  has 
been  working  closely  with  the  Delaware  Division 
of  Public  Health  Immunization  Program  with 
regard  to  availability  of  immunizations.  During 
1991  Medicaid  began  to  reimburse  primary  care 
and  private  practitioners  for  immunizations  given 
to  Medicaid-eligible  children.  The  Delaware  Divi- 
sion of  Public  Health  provides  immunizations  for 
children  unable  to  afford  them  through  the  Public 
Health  clinics.  In  the  past,  the  DPH  has  provided 
family  practitioners  and  pediatricians  with  the 
immunizations  to  use  for  their  own  patients.  This 
practice  was  discontinued  in  1991  partly  because 
of  the  lack  of  availability  of  immunization  mate- 
rial. It  is  the  primary  goal  of  the  Academy  that 
immunization  shortages  and  unavailability  not 
be  a problem  in  1991-92,  and  a number  of  propos- 
als have  been  presented  to  DPH  with  this  in  mind. 
The  Medical  Society  of  Delaware  has,  of  course, 
been  very  active  in  this  as  well,  in  conjunction 
with  the  Academy,  and  will  continue  to  work  for 
the  goal  of  universal  immunization  for  all  chil- 
dren. 

In  1991  the  Delaware  Division  ofPublic  Health 
elected  to  require  a second  measles  shot  for  entry 
into  kindergarten  or  first  grade.  The  American 
Academy  of  Pediatrics  Committee  on  Infectious 
Diseases  prefers  a second  measles  vaccine  be 
given  at  age  11  or  12.  The  Advisory  Committee  on 
Immunization  Practices  (ACIP)  has  recommended 
the  second  shot  be  given  at  age  five.  The  DPH  has 
elected  to  choose  the  ACIP  recommendations,  and 
the  Delaware  Chapter  of  the  American  Academy 
of  Pediatrics,  while  preferring  the  11-12  age,  has 
accepted  the  DPH  recommendations.  Members 
are  helping  the  children  they  care  for  get  the 
immunizations  prior  to  school  entry. 

Among  the  organizations  and  coalitions  that 
Academy  members  have  become  involved  with  in 
1991  are  the  Delaware  Safe  Kids  Coalition,  the 
Healthy  Mothers/Healthy  Babies  Coalition,  the 
Diamonds  in  the  Rough  Coalition,  the  ISIS  project, 
Infant  Mortality  Task  Force,  Delaware  Health 
Care  Commission,  Coordinating  Council  for  Chil- 
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dren  with  Disabilities,  and  the  Delaware  Agency 
for  Day  Care  Licensing. 

Louis  E.  Bartoshesky,  M.D. 

President 

(The  reports  of  the  specialty  societies  were 
filed  with  note  of  the  Reference  Committee’s 
concern  over  the  financial  and  cost  issues 
and  inappropriate  utilization  of  para-phy- 
sician providers.) 

AD  HOC  COMMITTEE 
ON  STRATEGIC  PLANNING 

The  Ad  Hoc  Committee  on  Strategic  Planning 
met  four  times  during  the  year  to  re-examine  the 
Society’s  activities  and  priorities,  assess  its 
strengths  and  weaknesses,  and  identify  those 
opportunities  that  provide  the  Medical  Society  of 
Delaware  with  an  agenda  for  meeting  the  needs 
of  the  membership  into  the  21st  century.  The 
meetings  were  facilitated  by  Mr.  Bruce  Balfe, 
Vice  President  of  Strategic  Planning  and  Infor- 
mation Resources  for  the  AMA. 

The  culmination  of  the  committee’s  efforts 
this  year  has  been  the  drafting  of  a preliminary 
strategic  plan  for  the  Medical  Society  of  Dela- 
ware. The  purpose  of  the  strategic  plan  is  to  re- 
focus the  Society’s  resources  on  a realistic  and 
limited  number  of  high  priority  objectives  and 
activities.  Based  on  the  committee’s  assessment 
of  member  needs  and  organizational  capabilities, 
a number  of  potential  opportunities  for  the  Soci- 
ety to  increase  its  impact  and  effectiveness  were 
identified.  Effectively  pursuing  these  opportuni- 
ties will  provide  the  members  of  the  Medical 
Society  of  Delaware  with  greater  service  and 
increased  value  for  their  dues  investment.  The 
opportunity  areas  identified  by  the  committee 
include  the  following: 

Representation/advocacy  on  medical  prac- 
tice 

Image/identity  of  physicians 
Public  health 

Representation/advocacy  on  non-physi- 
cian “practice” 
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Continuing  medical  education 
Practice  management 
Tangible  benefits 
Ethics 

Advocacy  on  professional  freedom 
Socioeconomic  information 
Psychosocial  support 

To  solicit  input  from  the  Society’s  Board  of 
Trustees  and  House  of  Delegates,  a survey  was 
designed  and  disseminated.  The  top  five  opportu- 
nity areas  most  frequently  rated  as  a level  one, 
two  or  three  priority  by  the  Board  of  Trustees  and 
House  of  Delegates  were:  representation/advo- 
cacy on  medical  practice  (63%);  advocacy  on 
professional  freedom  (37%);  image/identity  of  phy- 
sicians (33%);  public  health  (23%);  and  continu- 
ing medical  education  (17%). 

It  should  be  stressed  that  these  results  are 
preliminary,  and  additional  input  into  the  stra- 
tegic plan  will  be  sought  from  the  general  mem- 
bership over  the  next  few  months.  It  is  clear, 
however,  that  a consensus  is  building  on  the 
future  direction  of  the  Society.  As  pointed  out  by 
the  consultant,  there  is  one  priority  that  must  be 
addressed  prior  to  the  selection  of  any  of  these 
opportunity  areas  for  implementation.  As  stated 
in  the  preliminary  strategic  plan,  the  Medical 
Society  must  first  forge  a viable  financial  strategy 
before  it  can  even  consider  pursuing  any  new 
activities.  The  committee  will  address  this  ques- 
tion in  the  coming  year  as  it  finalizes  the  strategic 
plan  and  makes  recommendations  to  the  Board  of 
Trustees  accordingly. 

William  H.  Duncan,  M.D. 

Ali  Z.  Hameli,  M.D. 

Co-chairmen 

(The  report  was  adopted  with  the  Reference 
Committee’s  suggestion  that  the  Society  re- 
assess its  activities  to  be  certain  that  they 
are  relevant  to  the  needs  of  all  practicing 
physicians,  members,  and  nonmembers 
alike,  and  to  the  needs  of  the  growing  per- 
centage of  employed  physicians.) 
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REPORTS  OF  LIAISONS 
AND  REPRESENTATIVES 

ADVISORY  COUNCIL  FOR 
CANCER  CONTROL  OF  THE 
DIVISION  OF  PUBLIC  HEALTH 

During  the  past  year,  I have  had  the  privilege  of 
serving  as  the  liaison  representing  the  Medical 
Society  of  Delaware  to  the  Advisory  Council  for 
Cancer  Control,  which  is  a portion  of  the  Division 
of  Public  Health  operating  under  the  Depart- 
ment of  Health  and  Human  Services.  Last  year, 
the  council  chose  me  as  its  chairman,  and  I was 
duly  appointed  by  Thomas  Eichler,  the  Secretary 
of  the  Department.  During  the  past  year,  a num- 
ber of  action  steps  were  outlined  based  on  the 
State’s  Cancer  Strategy  for  the  90s.  This  included 
the  publication  of  Cancer  Currents,  which  is  a 
quarterly  bulletin  oflocal  cancer  studies.  We  have 
also  monitored  the  completion  of  the  Behavior 
Risk  Survey,  a State  survey  ofhealth  care  behav- 
iors in  Delaware,  and  were  instrumental  in  initi- 


ating a mobile  mammography  unit  which  pro- 
vides free  or  low-  cost  mammography  throughout 
the  State.  An  application  was  also  submitted  to 
the  National  Cancer  Institute  for  funding  AS- 
SIST, a program  based  on  the  control  of  tobacco 
use  throughout  the  State.  A statewide  conference 
on  tobacco  was  also  sponsored.  Applications  were 
submitted  to  the  Center  of  Disease  Control  for  a 
program  in  cervical  and  breast  cancer  detection. 
Information  received  from  the  Center  of  Disease 
Control  reveals  that  the  grant  proposal  for  cervix 
and  breast  screening  was  not  funded  and  prelimi- 
nary evidence  suggests  that  the  ASSIST  program 
for  the  control  of  smokingmay  meet  the  same  fate. 

The  Advisory  Council  was  able  to  provide 
educational  information  with  regard  to  proposed 
smoking  control  legislation,  a bill  introduced  to 
assure  “smokers  rights.”  The  vote  in  the  Senate 
was  delayed  after  the  bill  had  passed  in  the  House. 

Because  of  budgetary  constraints,  several 
components  of  the  cancer  strategy  will  be  delayed, 
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but  strict  attention  is  being  paid  to  those  areas  of 
activity  where  monies  are  available.  The  Medical 
Society  of  Delaware  has  accepted  Cancer  Cur- 
rents for  publication  in  the  Delaware  Medical 
Journal  and  will  publish  subsequent  reports  three 
times  a year.  The  first  Cancer  Currents  will  be 
available  in  the  October  Journal. 

The  mobile  mammography  unit,  a joint  effort 
of  the  Medical  Center  of  Delaware  and  the  Divi- 
sion of  Health  and  Human  Services,  has  been 
operating  since  April  1991.  At  least  50%  of  the 
unit’s  clients  have  never  before  had  a mammo- 
gram. With  Peter  Anderson’s  leadership  and  com- 
puter experience,  a surveillance  system  is  in  place 
for  documenting  the  activities  of  the  mobile 
mammography  unit.  It  is  my  hope  that  the  mobile 
mammography  unit  will  prove  a benefit  to 
underserved  women  statewide. 

Data  on  cancer  from  several  sources  includ- 
ing the  State  Vital  Statistics  Report,  the  Behav- 
ioral Risk  Survey,  the  Biannual  Cancer  Report  to 
be  published  in  October,  and  a number  of  other 
studies  from  the  Tumor  Registry  show  that  Dela- 
ware continues  to  have  significant  deficiencies  in 
cancer  control.  Late  diagnosis  with  the  usual 
limited  response  to  treatment  can  be  blamed  for 
many  of  the  poor  results.  These  deficiencies  are 
magnified  among  the  poorly  educated,  the 
underinsured,  the  black  population  and  the  eld- 
erly. 

The  Advisory  Council  would  like  to  thank 
Peter  Anderson  for  his  help  as  Administrator,  as 
he  has  been  reassigned,  due  to  reorganization 
within  the  Division  of  Public  Health.  Lori 
Christianson  will  take  his  place. 

A new  grant  proposal  will  be  submitted  to  the 
Center  for  Disease  Control  for  the  Division  of 
Public  Health  entitled  “Llealth  Education  Risk 
Reduction,”  the  application  being  based  on  plans 
from  the  previously  approved  cancer  strategy  for 
Delaware. 

I am  pleased  to  report  that  collaboration  and 
cooperation  involvingthe  Medical  Society  of  Dela- 
ware, the  American  Cancer  Society,  the  Division 
of  Public  Health  and  volunteer  members  of  the 
Advisory  Council  provide  the  framework  for  im- 
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proved  cancer  control  in  the  years  ahead. 

Leslie  W.  Whitney,  M.D. 

Liaison 

(The  report  was  filed,) 

AMERICAN  HEART  ASSOCIATION 
OF  DELAWARE,  INC. 

IRe  mission  of  the  American  Heart  Association  is 
to  reduce  disability  and  death  from  cardiovascu- 
lar diseases  and  stroke.  Through  the  concern  of 
the  local  donors  and  volunteers,  the  American 
Heart  Association  is  able  to  provide  vital  research 
and  program  services  in  Delaware  which  help 
people  improve  their  chances  of  living  long,  full 
lives.  Our  programs  are  targeted  to  reach  employ- 
ees at  worksites,  students  in  schools,  medical 
professionals  at  healthsites,  and  individuals  in 
communities  throughout  the  state. 

The  following  represents  the  American  Heart 
Association  of  Delaware’s  1990-91  report  of  pro- 
gram activities  to  the  Medical  Society. 

RESEARCH:  Research  is  the  one  function 
most  directly  related  to  the  fulfillment  of  the  AHA 
mission.  The  AHA  continues  to  expand  its  local 
research  support.  In  1991,  $205,330  was  expended 
in  grant-in-aid  and  fellowship  support  to  twelve 
research  investigators,  three  of  whom  were  from 
the  University  of  Delaware  and  one  from  the 
Medical  Center  of  Delaware.  Another  $158,000 
funded  national  research. 

SCHOOLSITE:  Our  school  programs  teach 
children  the  importance  of  keeping  one’s  heart 
healthy.  Through  programs  such  as  The  Tin  Man, 
Heart  Treasure  Chest,  Getting  To  Know  Your 
Heart,  Heart  Challenges,  Heart  Decisions,  Mis- 
sion Possible  and  Smoke  Free  Class  of  2000,  we 
directly  reached  24,463  children  in  public,  private 
and  parochial  schools.  Eat  Smart  For  A Healthy 
Heart,  a week-long  school  cafeteria  program, 
encouraged  students  to  make  wise  food  choices. 
This  event  took  place  in  164  schools  in  17  school 
districts  with  70,000  students  from  kindergarten 
to  12th  grade  participating. 

EMERGENCY  CARDIAC  CARE:  A total 
of  24,251  persons  were  trained  in  the  life  saving 
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technique  of  cardiopulmonary  resuscitation.  Our 
cadre  of  Basic  Life  Support  Instructors  numbers 
756.  In  addition,  203  persons  learned  CPR  through 
the  aid  of  computers  at  the  Association’s  offices. 

Six  hospitals  in  Delaware  offer  Advanced  Life 
Support  provider  training.  Our  173  ACLS  faculty 
members  taught  28  courses  this  year  traini  ng  638 
medical  professionals  to  administer  advanced  life 
support.  In  addition,  206  persons  are  trained  as 
Pediatric  Advanced  Life  Support  providers,  with 
48  certified  as  instructors. 

WORKSITE:  Heart  at  Work  is  a comprehen- 
sive health  promotion  package  which  identifies 
cardiovascular  risk  reduction  in  the  workplace. 
The  program  focuses  on  lifestyle  changes  in  the 
areas  of  Nutrition,  Exercise,  High  Blood  Pres- 
sure, and  Smoking  Cessation.  Employees  are  also 
taught  the  Signals  and  Actions  for  Survival  of 
heart  attack  and  stroke.  Ten  worksites  are  pres- 
ently involved  in  this  program  with  2,635  employ- 
ees participating  in  educational  programs. 

COMMUNITYSITE : Throughout  Delaware, 
Heart  is  called  on  to  provide  services  and  pro- 
grams for  the  general  public.  Heart  volunteers 
conducted  228  Blood  Pressure  Screenings  which 
screened  7,360  persons.  Of  these  249  were  re- 
ferred to  physicians.  Members  of  AHA’s  Speakers’ 
Bureau  presented  46  programs  on  heart  health 
which  reached  1 ,296  persons.  A total  of 44  persons 
attended  heart  healthy  cooking  courses  which 
were  offered  throughout  the  state. 

The  American  Heart  Association  and  the 
AARP  have  developed  a program  to  educate  older 
Black  Americans  about  nutrition  and  health. 
Wilmington  was  chosen  as  one  of  nine  pilot  cities 
to  test  the  effectiveness  of  Eating  For  Healthy 
Tomorrows.  A total  of  five  programs  were  pre- 
sented to  95  individuals. 

In  addition,  cholesterol  screenings  were  con- 
ducted in  cooperation  with  Milford,  Nanticoke 
and  Beebe  Hospitals.  Of  the  1,444  persons 
screened,  106  had  elevated  cholesterol  levels. 

Each  year,  the  American  Heart  Association  of 
Delaware  sponsors  ten  telephone  recorded  mes- 
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sages  through  the  Tel-Med  program.  Tel-Med 
operators  report  that  nearly  500  calls  are  received 
monthly  for  tapes  on  heart  disease. 

Health  Fairs  are  also  an  excellent  way  to 
provide  the  public  with  valuable  information  on 
cardiovasculardisease.  The  AHA  exhibit  appeared 
at  35  health  fairs  this  year,  with  an  estimated 
attendance  of  42,493  persons. 

The  Food  Festival,  a week-long  cholesterol 
awareness  program,  was  conducted  at  21  sites  in 
the  state.  This  program  was  targeted  to  senior 
centers,  retirement  homes,  and  worksite  cafete- 
rias. 

HEALTHSITE:  AHA’s  services  in  cardiac 
rehabilitation  involve  education  and  support  for 
hospitalized  patients  and  persons  in  the  commu- 
nity affected  by  heart  disease.  Cardiac  Support 
groups  meet  monthly  in  each  county  to  provide 
cardiac  patients  and  their  families  the  opportu- 
nity to  meet  and  discuss  topics  of  concern. 

Heart  Rx  is  a self-contained  patient  education 
program  designed  to  assist  the  physician  in  coun- 
seling patients  about  prudent  lifestyles  for  im- 
proved cardiovascular  health.  Heart  Rx  kits  were 
provided  to  30  physicians  this  year. 

A statewide  conference  on  Women  and  Heart 
Disease  attracted  230  medical  and  health  profes- 
sionals. 

On  behalf  of  the  American  Heart  Association 
of  Delaware,  I wish  to  thank  the  medical  commu- 
nity for  their  continued  support  of  the  Association 
and  its  many  programs. 

Gerald  M.  Lemole,  M.D. 

Liaison 

(The  report  was  filed.) 

AMERICAN  LUNG 
ASSOCIATION  OF  DELAWARE 

The  American  Lung  Association  of  Delaware  con- 
ti  nues  to  be  a viable  non-profit  organization  which 
serves  the  State  of  Delaware.  The  Association 
relies  heavily  upon  its  volunteer  base.  Volunteers 
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work  in  various  programming  areas  such  as  envi- 
ronmental health,  adult  lung  disease,  pediatric 
lung  disease,  school  health  and  smoki  ng  as  well  as 
special  events. 

Concerns  of  the  Lung  Association  have 
changed  over  the  last  few  years.  Smoking  once 
was  the  prominent  issue.  Although  it  is  still  a 
concern,  environmental  health  and  lung  disease 
have  become  priorities.  Lung  disease,  including 
lung  cancer,  is  the  third  leading  cause  of  death  in 
America.  Death  from  lung  disease  is  rising  at  a 
faster  rate  than  deaths  from  any  major  disease 
except  AIDS.  This  trend  is  quite  disturbing,  but 
not  surprising.  Efforts  to  protect  Delawareans’ 
lungs  must  keep  pace  with  the  threats  that  sur- 
round them.  These  threats  include  danger  from 
air  pollution.  Outdoor  air  pollution  issues  have 
long  been  a concern.  The  number  of  Delawareans 
estimated  to  be  at  risk  to  unhealthy  levels  of  air 
pollution  includes:  6,304  pregnant  women,  57,530 
elderly  (65  or  older)  and  99,37 0 children  under  the 
age  of  13.  The  potential  for  lung  disease  in  these 
individuals  over  the  next  decade  is  alarming. 

The  National  American  Lung  Association 
estimates  that  dirty  air  costs  the  United  States 
$50  billion  each  year  in  lost  productivity,  in- 
creased medical  bills,  and  premature  deaths.  Fail- 
ure to  have  clean  air  not  only  has  a negative  effect 
on  lives,  but  on  already  skyrocketing  health  care 
costs  and  reduced  workforces. 

In  1990  a compromised  Clean  Air  Act  was 
passed.  This  act  was  the  first  clean  air  law  to  set 
specific  annual  air  pollution  reductions  for  local 
areas;  the  first  to  require  use  of  alternative  fuels 
and  to  take  advantage  of  innovative  auto  pollu- 
tion control  technology  pioneered  in  California; 
and  the  first  to  address  the  enormous  problem  of 
acid  rain.  Until  now  the  EPA  has  controlled 
emissions  of  only  seven  toxic  air  pollutants;  the 
1990  bill  lists  189  such  pollutants.  EPA  is  re- 
quired to  reduce  cancer  risks  from  toxic  emis- 
sions. It  is  hoped  this  action  will  make  a difference 
in  air  quality  and  the  lives  it  affects. 

Indoor  air  pollution  is  another  concern.  Most 
of  us  spend  9- 10  hours  a day  in  some  type  of  indoor 
environment.  Issues  to  consider  should  include: 
radon,  secondhand  smoke,  and  carbon  monoxide. 
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The  American  Lung  Association  of  Delaware 
is  also  concerned  about  other  risks  such  as  the 
increase  in  deaths  and  illness  due  to  asthma  and 
the  increase  of  lung  cancer  related  to  secondhand 
smoke. 

By  creating  public  awareness  through  educa- 
tion, advocacy  and  research,  the  American  Lung 
Association  of  Delaware  hopes  to  have  an  impact 
on  the  air  quality  and  lives  of  Delawareans. 
Remember  - “If  you  can’t  breathe,  nothing  else 
matters.” 

John  J.  Chabalko,  M.D. 

Liaison 

(The  report  was  filed.) 

ARTHRI  TIS  FOUNDATION 
DELAWARE  CHAPTER 

Thank  you  for  the  opportunity  to  correspond  with 
you  regarding  the  activities  during  the  past  year 
of  the  Medical  and  Scientific  Committee  of  the 
Delaware  Chapter  of  the  Arthritis  Foundation. 
The  M&S  Committee  is  continuing  to  support 
local  research  in  physical  therapy,  juvenile  ar- 
thritis, Lyme  disease  and  geriatric  nursing.  Addi- 
tionally, we  are  pleased  to  have  welcomed  into 
practice  two  new  adult  rheumatologists  during 
the  past  several  months. 

As  you  know,  the  Annual  Spring  Update  in 
Rheumatology,  the  first  Tuesday  in  March,  con- 
tinues to  be  a major  success  and  we  had  an  all- 
time  high  of  attendance  this  past  spring. 

I am  also  happy  to  report  that  Doctor  Robert 
Moyer,  a new  rheumatologist  in  practice  serving 
the  Dover  area,  has  joined  the  Medical  and  Scien- 
tific Committee,  ashasDoctor  Bertram  Greenspan, 
a physiatrist  at  the  Medical  Center  of  Delaware. 
Overall,  the  M&S  Committee  has  had  a very 
successful  and  productive  year,  and  we  are  look- 
ing forward  to  supporting  many  more  research 
activities  and  scientific  interactions  in  the  future. 

Bernhard  H.  Singsen,  M.D.,  M.P.H. 

Liaison 

(The  report  was  filed.) 
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CONTROLLED  SUBSTANCES  ACT 
ADVISORY  COMMITTEE 

Four  meetings  were  held  between  September  19, 
1990,  and  September  18, 1991.  The  State’s  direc- 
tion was  in  the  hands  of  Lester  N.  Wright  on 
September  19, 1991,  January  23, 1991,  and  April 
24, 1991.  Changes  in  government  brought  Lyman 
Olsen,  M.D.,  back  as  Acting  Director  of  Public 
Health  and  placed  Martin  Golden’s  reins  in  the 
bands  of  Bonnie  Wallner. 

During  1990-91,  concern  for  nursing  home 
distribution  of  medicines  was  expressed.  Of  the 
current  54  licensed  nursing  homes,  11  use  the 
unit  dose  system,  25  use  a multiple  dose  card 
system,  seven  use  traditional  packaging,  and  four 
use  an  automatic  30-day  supply  system.  Between 
July  1,  1989,  and  June  30,  1990,  nine  cases  of 
diversion  in  nursing  homes  were  investigated, 
with  the  following  results:  five  cases  in  homes 
using  multiple  dose  card  systems;  two  cases  in 
homes  using  traditional  vial  system;  two  cases  in 
homes  using  stock  of  drugs  narcotic,  oral,  and 
injection;  no  cases  in  homes  using  unit  dose 
systems. 

Progress  has  been  noted  in  greater  numbers, 
of  physicians  who  do  not  use  a preprinted  DEA 
number  on  prescription  blanks.  The  areas  of 
single  physician  use  of  preprinted  DEA  number 
on  blanks  is  quickly  brought  to  the  attention  of  the 
physician  by  phone,  and  compliance  has  been 
almost  100%.  It  has  been  reported  that  there  has 
been  disregard  of  the  State  Society’s  stand  in  this 
matter  in  some  of  our  emergency  rooms,  where 
the  prescription  blanks  are  preprinted  with  phy- 
sicians’ DEA  numbers. 

As  ofNovember  1990,  steroids  are  by  Federal 
legislation  placed  under  the  Federal  Controlled 
Substances  Act.  At  present  this  Act  only  requires 
that  Delaware  maintain  an  inventory  of  such 
drugs.  Because  these  drugs  are  at  present  consid- 
ered to  be  Schedule  III,  amendments  to  the  law 
are  needed  to  bring  Delaware  into  compliance 
with  Federal  law.  It  will  then  be  another  scrip  on 
which  physicians  must  place  their  DEA  number. 

Looking  at  street  drugs  i n Delaware  is  worth- 
while. Until  five  years  ago,  40  percent  to  50 
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percent  of  the  consumption  was  marijuana;  now, 
however,  Delaware  has  turned  to  cocaine/crack. 
This  change  has  led  to  more  violence,  as  seen  in 
street  crimes,  homicides,  suicides,  and  highway 
accidents. 

On  January  8, 1991,  the  committee  will  hear 
comments  from  Hospice  about  its  concern  about 
the  partially  fill  Schedule  II  preparations.  A re- 
quest is  being  made  to  permit  more  than  100  units 
doses  and  partially  fill  on  a seven-day  supply 
basis. 

The  past  year  has  seen  a drastic  incident 
decrease  with  some  drugs  such  as  Ritalin 
(phenmetrazine)  but  a rise  in  incidents  with 
phendimetrazine  and  phentermine  because  they 
are  used  in  diet  control,  replacing  Ritalin.  The 
DEA,  in  pushing  for  triplicate  prescriptions,  feels 
the  drastic  drop  in  Ritalin  use  is  because  nine 
states  have  adopted  the  triplicate  method,  but 
then  hastily  adds  that  some  states  have  banned 
the  use  of  Ritalin. 

Alcohol  and  cocaine  are  the  most  abused 
drugs  with  cocaine/crack  running  a close  third. 
Heroin  and  marijuana  follow  with  meprobamate 
increasing  120  percent  and  Buspar  127  percent, 
choralhydrate  150  percent,  barbiturates  50  per- 
cent, and  Vistaril  17  percent.  Xanax  is  the  new- 
comer on  the  scene  and  predictably  will  gain  favor 
rapidly  with  drug  users;  alprazolam  is  the  only 
FDA  approved  medication  in  the  treatment  of 
panic  disorder. 

It  was  recently  announced  that  the  new  Di- 
rector of  Public  Health  has  been  named.  The 
atmosphere  created  by  turnover  at  the  head  of  the 
advisory  board,  coupled  with  many  changes  in  the 
controlled  substances  office  personnel  leads  to  the 
thought  that  the  present  people  on  this  advisory 
committee  should  be  maintained  in  their  parent 
society  appointment  in  order  to  maintain  the 
ideals  we  have  been  protecting. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

(The  report  was  filed  with  note  of  the  Refer- 
ence Committee’s  concern  regarding  the 
need  for  education  of  all  physicians  on  ap- 
propriate utilization  of  controlled  sub- 
stances and  rehabilitation  of  offenders.) 
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COORDINATING  COUNCIL 

FOR  CHILDREN  WITH  DISABILITIES 

Tine  Coordinating  Council  officially  changed  its 
name  in  1991  to  the  Coordinating  Council  for 
Children  with  Disabilities  to  reflect  the  current 
emphasis  on  placing  children  before  the  disabil- 
ity. Emphasis  in  the  past  year  has  been  as  follows: 

INTERAGENCY  COLLABORATION:  Tine 
Robert  Wood  Johnson  Foundation  awarded  a 15- 
month  grant  of  $211,488  to  the  Coordinating 
Council  in  support  of  the  development  of  a state- 
wide integrated  service  information  system  (ISIS) 
for  children  experiencing  or  at  risk  of  develop- 
mental delay  or  disability.  The  tracking  system  is 
a cooperative  venture  of  private  physicians,  hos- 
pitals, public  and  private  agencies.  This  system 
will  reduce  duplication  of  services,  provide  accu- 
rate numbers  for  education  and  health  planning 
services,  and  focus  on  the  conti  nuum  of  care  needs 
for  youngsters  who  are  delayed  in  their  develop- 
ment. 

TRAINING  AND  CONFERENCES:  The 

Council  continues  to  support  pediatric  med-edu- 
cation  by  arranging  four  speakers  at  the  Medical 
Center  of  Delaware’s  pediatric  conferences  con- 
cerning community  services  for  children  with 
disabilities. 

The  annual  spring  conference,  held  March  14 
and  15,  was  titled  “From  Disabled  Child  to  En- 
abled Adults.” This  was  joi  ntly  sponsored  with  the 
Annual  Symposium  on  Developmental  Disabili- 
ties and  the  Alfred  I.  duPont  Institute,  Division  of 
Rehabilitation  Medicine.  The  purpose  of  the  two- 
day  program  was  to  present  state-of-the-art  mod- 
els of  transitional  programs  used  by  health  care 
and  service  agency  professionals  to  assist  chil- 
dren in  moving  into  adult  economic  and  health 
care  sectors. 

The  Council  assisted  the  Division  of  Mental 
Retardation,  the  Department  of  Public  Instruc- 
tion, and  the  Association  for  Rights  of  Citizens 
with  Mental  Retardation,  Delaware  Chapter,  in 
planning  its  fourth  annual  conference  entitled 
“Total  Inclusion:  Goal  for  the  90’s.”  Over  300 
people  participated  in  this  statewide  conference. 
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The  Delaware  Health  Careers  Internship 
project  continues  to  be  co-sponsored  by  the  Coun- 
cil and  Delaware  Business  Industry  Education 
Alliance.  Over  50  students  participated  in  career 
exploration  internships  in  Delaware  hospitals 
and  other  health  care  facilities.  A health  fair  was 
held  at  the  Stanton  campus  of  DelTech,  attracted 
over  500  New  Castle  County  students  and  pre- 
sented them  with  information  about  potential 
careers  in  the  health  field. 

Douglas  M.  Spencer,  M.D. 

Liaison 

(The  report  was  filed.) 

DELAWAREANS  UNITED 
TO  STOP  TOBACCO  (DUST) 

DUST,  Delawareans  United  to  Stop  Tobacco,  was 
organized  about  two  years  ago  as  a coalition  of 
individuals  and  organizations  interested  in  re- 
ducing the  health  damage  caused  by  tobacco.  It 
was  hoped  that  DUST  would  improve  the  chances 
of  obtaining  federal  fiscal  support  through  the 
National  Cancer  Institute  and  the  American  Can- 
cer Society  to  reduce  the  hazards  of  tobacco  to  our 
citizens.  The  results  of  the  application  for  the 
ASSIST  program  should  be  available  soon. 

The  initial  efforts  of  DUST  to  encourage  all 
the  hospitals  in  the  State  to  become  smoke  free 
were  successful.  It  has  been  harder  to  stimulate 
the  school  districts  to  adopt  a similar  stance, 
although  several  have.  The  school  administrators 
seem  to  prefer  legislative  backing,  which  so  far 
has  been  hard  to  achieve. 

However,  DUST  helped  in  the  establishment 
of  an  increased  tax  on  cigarettes  in  Delaware  to 
make  them  expensive  enough  to  inhibit  their  sale, 
especially  to  teenagers,  and  provide  funds  for  the 
new  Health  Care  Commission  to  operate. 

DUST  has  demonstrated  in  New  Castle 
County  through  a sting  operation  that  children  as 
young  as  seven  years  old  can  buy  cigarettes  in 
Delaware  in  spite  of  laws  to  the  contrary.  Another 
sting  operation  is  now  in  operation  in  KentCounty. 
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DUST  has  helped  to  forestall  efforts  of  the 
cigarette  companies  to  reduce  barriers  to  smok- 
ing. We  are  impressed  by  the  strength  of  the 
cigarette  lobby  and  hope  that  it  will  be  possible  to 
persuade  our  legislators  to  support  the  control  of 
tobacco  as  an  effective  way  to  improve  health  and 
reduce  health  care  costs.  It  is  one  of  the  few 
methods  of  health  prevention  which  can  not  only 
improve  personal  health  but,  through  the  savings 
enjoyed  by  not  buying  cigarettes,  actually  put 
money  in  families’  pockets. 

DUST  as  well  as  many  of  its  coalition  mem- 
bers, especially  the  Cancer  Society  and  DOC,  is 
trying  to  push  legislation  which  would  make 
public  places  smoke  free  or  at  least  provide  smoke- 
free  areas  in  public  places  such  as  restaurants.  A 
bill  to  accomplish  the  above  was  changed  by  the 
Phillip  Morris  lobbyist  last  year  to  ensure  the 
rights  of  smokers.  It  was  temporarily  defeated, 
but  it  is  feared  that  it  may  bounce  back  with 
renewed  vigor  in  the  next  session  of  the  legisla- 
ture in  spite  of  the  increasing  evidence  of  the 
thousands  of  deaths  per  year  which  can  be  related 
to  second-hand  smoke. 

The  Medical  Society  is  urged  to  encourage  its 
individual  members  to  persuade  their  patients, 
especially  those  who  have  legislators  as  patients, 
to  press  for  control  of: 

1.  a drug  which  is  as  addicting  as  heroin, 

2.  which  serves  as  the  gateway  drug  for 
illegal  drugs  for  many  teenagers, 

3.  which  is  responsible  for  at  least  800  un- 
necessary deaths  from  heart  disease,  can- 
cer, other  respiratory  diseases,  and  ul- 
cers in  Delaware  each  year, 

4.  which  is  responsible  in  smoking  mothers 
for  premature  births,  with  increased  mor- 
tality and  excessive  costs  for  care, 

5.  other  victims  of  secondhand  smoke  in- 
clude children  with  resph'atory  illness- 
es, and,  in  some  nonsmokers,  heart  dis- 
ease and  cancer. 
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The  majority  of  the  population,  including 
many  smokers  who  have  become  addicted  and 
fi  nd  it  very  difficult  if  not  impossible  to  stop,  would 
like  to  see  tobacco  controlled. 

As  physicians,  we  need  to  make  it  clear  to  our 
patients  that  society  cannot  afford  to  let  the 
manufacturers  of  cigarettes  and  other  forms  of 
tobacco  enslave  our  children  through  addiction 
and  subsidize  election  campaigns  from  profits 
from  a product  with  the  proven  toxicity  and 
lethality  of  tobacco. 

Robert  W.  Frelick,  M.D. 

Liaison 

(The  report  was  filed.) 

DELAWARE  CENTER 
FOR  WELLNESS  (DCW) 

As  a representative  of  the  Medical  Society  on  the 
Board  of  the  Delaware  Center  for  Wellness,  I 
have  prepared  the  following  outline  with  details 
of  the  salient  events  of  the  last  year. 

The  DCW  is  in  the  process  of  reorganization, 
which  includes  a change  in  the  office  location 
to  Pike  Creek  Sports  Medicine  Center,  which 
has  donated  space,  and  the  establishment  of 
different  ties  to  the  Delaware  Division  of 
Public  Health.  DCA’s  contact  with  the  state 
through  the  prevention  block  grant  will  focus 
on  cancer  prevention. 

Many  of  the  changes  are  related  to  the  fiscal 
support  of  DCW  and  its  need  to  have  a budget 
for  an  expanded  program  independent  from 
the  State  while  maintaining  a good  relation- 
ship with  the  state’s  public  health  programs. 

The  Board  is  being  strengthened  by  additions 
from  member  organizations  to  provide  added 
depth  to  the  DCW  program. 

The  University  of  Delaware  is  interested  in 
providing  back-up  organizational  support 
through  the  processing  of  payroll  and  fringe 
benefits  for  the  DCW  employees. 
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The  monthly  meetings  are  continuing.  This 
month’s  program  is  on  Managing  Change  in 
Stressful  Times.  It  will  feature  Dr.  David 
Baum,  an  organizational  psychologist  from 
Philadelphia. 

The  annual  meeting  in  November  will  fea- 
ture a panel  on  Risk  Management  which 
includes  Delaware’s  Insurance  Commissioner 
as  well  as  several  out-of-state  experts. 

The  paid  membership  now  includes  about  60 
Delaware  organizations,  most  of  whom  repre- 
sent local  business. 

DCW  is  interested  in  helping  companies  look- 
ing for  ways  to  reduce  the  costs  of  health 
insurance  by  improving  employee  health 
through  fiscal  incentives  to  stimulate  wellness 
behavior. 

Funding  is  proving  to  be  a significant  barrier 
to  the  DCW’s  ability  to  help  orient  employers 
to  use  optimum  ways  to  enhance  the  health  of 
their  employees  through  prevention.  Although 
there  are  well  controlled  studies  which  show 
the  advantages  of  company-sponsored  health 
promotion,  it  is  harder  to  fund  prevention 
than  pay  for  extensive  life-saving  tertiary 
care  surgery  such  as  heart  transplants. 

DCW  is  endeavoring  to  obtain  funding  through 
membership  fees,  grants,  the  state,  and  even 
through  i nsurance  rebates  derived  from  those 
who  are  benefiting  from  wellness  programs. 
For  example,  DCW  is  applying  for  a grant 
from  the  Delaware  Health  Commission  for  a 
small  business  wellness  grants  program. 

The  Medical  Society  is  encouraged  to  promote 
wellness  initiatives  through  the  Delaware  Center 
for  Wellness  as  a most  effective  way  to  reach  the 
“captive”  employee  populations,  many  of  whom 
are  never  seen  in  a doctor’s  office  until  they  have 
serious  medical  problems. 

Robert  W.  Frelick,  M.D.. 

Liaison 
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(The  report  was  filed  with  note  of  the  Refer- 
ence Committee’s  concerns  over  the  qualifi- 
cations of  the  membership  and  the  recom- 
mendation that  the  Society  review  for  ap- 
propriateness.) 

DELAWARE  COUNCIL  ON 
LONG-TERM  CARE  FACILITIES 

The  Council  on  Long-Term  Care  Facilities  meets 
on  a quarterly  basis  at  the  Delaware  Home  for  the 
Chronically  111  in  Smyrna,  Delaware.  The  chair- 
man is  Dr.  John  Adams,  a retired  orthopedic 
surgeon  from  Lewes,  Delaware. 

Tine  agenda  is  always  quite  extensive  and 
includes  items  concei’ned  with:  1.  patient  welfare 
at  all  three  i institutions  (DHCI,  Bissell  Hospital  in 
Wilmington,  and  Governor  Bacon  Home  in  Dela- 
ware City);  2.  impact  of  state  budgets  on  manage- 
ment of  the  facilities;  3.  effects  of  changes  in 
Medicare  and  Medicaid  laws;  and,  4.  reports  fi-onn 
several  subcommittees,  including  the  Human 
Rights  subcommittee. 

Although  this  is  an  advisory  committee  to  the 
state,  there  are  many  active  ideas  that  are  imple- 
mented by  medical  and  management  personnel 
at  the  facilities. 

I believe  the  medical  people  on  the  council  are 
quite  supportive  of  the  many  needs  of  this  portion 
of  the  geriatric  population  of  Delaware. 

Henri  F.  Wendel,  M.D. 

Liaison 

(The  report  was  filed  with  the  Reference 
Committee's  recommendation  that  the  coun- 
cil look  into  the  long-term  care  of  technol- 
ogy dependent  children,  as  there  is  no  facil- 
ity for  that  in  Delaware.) 

DEIuAWARE  EPILEPSY  ASSOCIATION 

The  Delaware  Epilepsy  Association  has  been  an 
active  participant  in  the  health  education  role 
and  supporting  role  for  patients  with  epilepsy. 
About  2,500  people  have  been  reached  with  lec- 
tures and  presentations  about  epilepsy  and  its 
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nature.  A new  program  has  been  initiated  through 
the  Epilepsy  Association  to  give  further  education 
and  support  to  the  school  nurses.  Also  new  is  a 
Tel-Med  program  for  Spanish-language  epilepsy 
patients  that  has  registered  over  900  calls.  We  are 
still  concerned  and  struggling  over  the  need  for  a 
refined  and  revamped  law  for  motor  vehicle  driv- 
ers in  the  State  of  Delaware.  Mrs.  Doris  Moulton 
has  recently  been  elected  to  be  our  new  Executive 
Director;  she  will  continue  to  work  for  better 
education  and  support  of  patients  with  epilepsy. 
We  are  also  concerned  about  the  insurance  crisis 
of  people  with  neurologic  diseases  and  epilepsy 
who  are  finding  it  increasingly  difficult  to  obtain 
adequate  insurance  to  cover  tbeir  medical  needs. 
We  would  hope  this  body  would  consider  these 
broad  issues  of  getting  medical  care  to  the  people 
who  need  it  in  our  community. 

S.  Charles  Bean,  M.D. 

Liaison 

(The  report  was  filed  with  the  Reference 
Committee’s  comment  regarding  the  need 
for  comprehensive  legislation  that  would 
address  the  problem  of  patients  with  a vari- 
ety of  illnesses  operating  motor  vehicles.) 

DELAWARE  INSTITUTE  FOR 
MEDICAL  EDUCATION  AND  RESEARCH 

Tine  Delaware  Institute  ofMedical  Education  and 
Research  had  a very  successful  year  based  on  new 
challenges,  reorganization,  review  and  redirec- 
tion. Changes  in  the  membership  include  the 
addition  of  Dr.  Charles  M.  Smith,  Senior  Vice- 
President  ofMedical  Affairs  of  the  Medical  Center 
of  Delaware  to  replace  Charles  Broil.  Richard  B. 
Murray,  Ph.D.,  who  served  with  distinction  for 
the  University  of  Delaware,  has  been  replaced  by 
Dr.  D.  Allan  Waterfield,  wbo  is  the  new  Dean  of 
the  College  of  Physical  Education,  Athletics  and 
Recreation  at  the  University  of  Delaware,  repre- 
senting that  institution.  Robert  Still  has  been 
appointed  as  Executive  Director.  Dr.  Peter 
Chodoff,  Vice-President  for  Medical  Education  at 
the  Medical  Center  of  Delaware,  and  Dr.  Joseph 
A.  Rogers,  Associate  Dean  for  Affiliations  from 
Thomas  Jefferson  University,  continue  to  serve 
as  permanent  invited  guests  and  consultants. 
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Tine  DIMER  Board  met  four  times,  prepared 
the  budget  for  submission,  defended  the  budget 
before  the  Joint  Finance  Committee  and  distrib- 
uted the  budget  according  to  the  line  items  de- 
scribed in  the  State  Budget  Bill.  Scholarship  aid 
was  provided  this  year  in  the  amount  of  $182,000 
to  42  students  at  Thomas  Jefferson  University. 
Based  on  demonstrated  need,  an  additional  $6,000 
from  the  Medical  Society  of  Delaware  Auxiliary 
was  granted  to  six  of  the  medical  students. 

Late  in  1990,  Governor  Michael  N.  Castle 
called  upon  the  DIMER  Board  to  help  solve  some 
of  the  issues  facing  our  state  for  the  provision  of 
health  professional  manpower  and  for  “second 
generation  strategies”  in  an  attempt  to  solve  the 
problem  of  access  to  and  availability  of  primary 
health  care  throughout  the  State.  In  response  to 
the  Governor’s  request  and  in  reviewing  the 
responsibilities  as  outlined  in  the  original  en- 
abling act,  the  Board  of  Trustees  has  developed  a 
number  of  initiatives  for  the  coming  year  based  on 
consultation  with  the  Bureau  of  Health  Planning 
and  Resource  Management,  the  Delaware  Health 
and  Social  Service  Department  and  others. 

1)  DIMER  will  develop  and  implement  new 
programs  involving  medical  students  at 
Jefferson  Medical  College  who  are  recipi- 
ents of  DIMER  funds  in  an  attempt  to 
help  them  return  to  practice  in  Delaware. 
In  addition,  we  will  work  with  partici- 
pants of  The  Medical  Scholars  Program 
at  the  University  of  Delaware  and  recipi- 
ents of  Academy  ofMedicine  scholarships 
to  encourage  interest  in  practicing  pri- 
mary care  medicine  in  Delaware. 

2)  DIMER  will  supervise  the  awarding  of 
grants  to  be  paid  to  residents  who  elect  to 
practice  primary  care  in  underserved 
areas  in  Delaware  upon  graduation.  These 
grants  are  meant  to  be  a direct  financial 
incentive  to  enter  these  underserved  fields 
of  primary  care  and  may  be  used  by  these 
residents  to  reduce  the  significant  debt 
burden  incurred  during  medical  school 
training. 

3)  The  DIMER  board  will  provide  advice  on 
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methods  of  effective  recruiting  and  will 
assist  localities  in  Delaware  in  organiz- 
ing their  recruiting  efforts  for  both  pri- 
mary care  physicians  and  allied  health 
professionals. 

4)  In  conjunction  with  the  Medical  Research 
Institute  of  Delaware,  we  will  convene  a 
permanent  study  group  as  an  ongoing 
function  of  DIMER.  The  study  group  will 
be  composed  of  volunteer  experts  in  areas 
relevant  to  health  care  who  are  now  asso- 
ciated with  the  institutions  affiliated  with 
DIMER.  The  purpose  of  this  study  group 
will  be  to  analyze  the  health  care  delivery 
system  in  the  State  of  Delaware  and 
make  suggestions  for  improvement. 

5)  DIMER  will  require  that  all  or  part  of  the 
DIMER  funds  currently  being  awarded 
to  institutions  in  Delaware  be  used  for  the 
education  of  health  care  professionals. 

6)  Using  the  resources  of  DIMER  partners, 
we  will  focus  efforts  on  seeking  additional 
funds  from  private  and  governmental 
organizations  to  improve  health  care  and 
to  foster  educational  activities  for  health 
care  professionals  statewide. 

7)  As  a partner  to  DIMER,  Jefferson  Medi- 
cal School  continues  to  develop  the  "south- 
ern campus  concept"  which  has  our  full 
support.  This  exciting  concept  is  evidence 
of  growing  cooperation  between  Jefferson, 
the  Medical  Center  of  Delaware,  the 
University  of  Delaware  and  the  Alfred  I. 
duPont  Institute. 

8)  The  DIMER  Board  of  Directors  will  also 
host  an  annual  dinner  for  second  year 
residents  to  discuss  the  opportunity  for 
them  to  locate  their  practices  in  Dela- 
ware. 

These  and  other  initiatives  that  have  been 
identified  came  about  as  a result  of  the  reorgani- 
zation of  DIMER  to  meet  the  challenges  of  the 
future.  These  activities  led  to  a Round  Table 
discussion  and  progress  report  which  was  held  at 
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Buena  Vista  on  August  29,  1991,  and  brought 
together  Governor  Michael  N.  Castle,  Muriel  B. 
Rustin,  Deputy  Secretary  of  the  Delaware  Health 
and  Social  Services,  Allen  L.  Johnson,  represent- 
ing the  Medical  Center  of  Delaware,  David  P. 
Roselle,  Ph.D.,  President  of  the  University  of 
Delaware  and  Dr.  Paul  C.  Brucker,  President  of 
Thomas  Jefferson  University,  as  well  as  Dr.  Ali  Z. 
Hameli,  President  of  the  Medical  Society  of  Dela- 
ware. 

DIMER  will  continue  to  cooperate  with  all 
related  agencies  statewide  in  an  attempt  to  im- 
prove health  care  access  and  availability  for  all 
the  citizens  of  Delaware. 

Leslie  W.  Whitney,  M.D. 

Liaison 

(The  report  was  filed  with  the  Reference 
Committee’s  suggestion  that  the  reasons 
for  the  shortage  of  primary  care  physicians 
in  this  state  be  studied  in  detail,  and  that 
legislative  action  be  taken  to  establish  in- 
centives for  physicians  to  practice  the  pri- 
mary care  specialties  in  this  state.) 

DELAWARE  POLITICAL 
ACTION  COMMITTEE 

DELPAC  concluded  another  successful  year.  With 
continued  membership  support,  we  achieved  97% 
of  the  1991  membership  goal  established  by 
AMPAC.  We  ranked  sixth  in  achievement  of  our 
1991  goal,  and  tenth  nationally  in  average  contri- 
butions. Our  sustaining  membership  ratio  was  88 
percent,  which  ranked  us  eleventh  nationally. 
With  this  type  of  general  membership  suppoi’t, 
your  committee  actively  addressed  matters  of 
medical  import  to  the  Medical  Society  of  Dela- 
ware at  various  functions  for  state  senators  and 
representatives.  The  chairman  and  several  mem- 
bers of  the  committee  attended  multiple  functions 
throughout  the  year  (the  chicken  and  pea  circuit), 
carrying  the  message  of  quality  health  care  at  an 
affordable  cost  and  in  independent  physician  set- 
tings. 

During  the  year,  we  supported  a total  of  22 
state  senators  and  representatives  from  both  of 
the  major  parties. 
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It  is  extremely  important  that  the  member- 
ship of  the  Society  realize  that  the  medical  welfare 
of  their  patients  as  well  as  individual  physician 
practice  patterns  continues  to  be  determined  in  a 
large  part  by  Congress  and  through  legislative 
and  governmental,  regulatory,  and  administra- 
tive agencies,  and  not  by  concerned  members  of 
the  profession  itself.  Medical  legislation  is  of  vital 
concern  to  all  of  us,  and  it  is  most  important  that 
our  collective  voice  be  heard  and  involved  in  its 
formulation.  We  cannot  be  successful  in  the  legis- 
lative area  without  becoming  involved  in  the 
political  arena  on  a continual  basis.  It  is  impor- 
tant that  we  as  physicians  continue  to  function  as 
knowledgeable  resource  experts  on  health  care 
issues  and  that  we  develop  skills  and  have  ease  of 
communication  that  will  enable  us  to  reach  our 
elected  officials,  especially  on  a personal,  one-to- 
one  basis. 

The  chairman  wishes  to  express  appreciation 
for  the  untiring  efforts  of  Ms.  Beverly  Dieffenbach. 
As  DELPAC’s  Executive  Director,  she  has  been 
extremely  astute  in  the  political  arena  and  has 
coordinated  our  activities  to  the  maximum  ben- 
efit of  the  Society.  I would  also  like  to  thank  Mr. 
Ned  Davis  for  his  advice,  assistance  and  friend- 
ship on  behalf  of  the  Society  and  the  chairman. 

Peter  R.  Coggins,  M.D. 

Chairman 

(The  report  was  filed.) 

EMERITUS  PHYSICIANS  OF  THE 
MEDICAL  SOCIETY  OF  DELAWARE 

Emeritus  Physicians  of  the  Medical  Society  of 
Delaware  had  a pleasant  and  potentially  fruitful 
past  year.  They  gathered  for  lunch  at  the  Acad- 
emy of  Medicine  three  times,  on  November  14, 
February  20,  and  May  15.  Thereby  hung  the 
pleasure,  for  it  is  always  fun  and  rewarding  to  see 
again  old  colleagues,  and  the  colleagues  at  each 
luncheon  included  a good  sample  of  Kent  and 
Sussex  Countians. 

The  potentially  fruitful  aspects  of  our  activi- 
ties are  owing  to  the  program  content.  In  Novem- 
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her  we  heard  a panel  of  three  speakers,  Stephen 
Permut,  M.D.,  Jorge  Pereira-Ogan,  M.D.,  and 
Representative  Jane  Maroney,  discuss  our 
Society’s  new  program  to  have  a doctor  at  the 
legislature  every  day  the  legislature  is  sitting.  All 
three  of  our  speakers  spoke  warmly  of  its  good 
effects. 

In  February  we  had  two  speakers,  Katherine 
Esterly,  M.D.,  and  Lester  Wright,  M.D.,  who 
addressed  the  question:  Why  is  Delaware’s  infant 
mortality  so  high,  and  what  can  be  done  about  it? 
Both  speakers  stressed  that  the  cause  is  notin  the 
quality  of  medical  care  rendered  once  the  child  is 
born,  but  is  rather  in  the  prenatal  care  received  by 
the  infant  and  its  mother.  Progress  was  reported. 

Our  last  meeting,  in  May,  heard  from  our 
Executive  Director,  Mark  Meister,  on  the  subject 
of  an  overview  of  the  Medical  Society  of  Delaware 
from  Mark’s  peculiar  viewpoint,  the  completion  of 
his  first  year  with  the  Society. 

Allston  J.  Morris,  M.D. 

President 

(The  report  was  filed.) 

FAMILY  LAW  COMMISSION 

The  Family  Law  Commission  consists  of  the  fol- 
lowing members:  Representative  Jane  Maroney, 
chairperson;  Katherine  Jester,  executive  secre- 
tary; Judge  Jay  James;  Harriet  Ainbinder;  Leta 
Cooper;  May  Pisapia;  James  Morning;  Mary  Moore 
Williams;  Michael  Newell,  Esq.;  Ellen  Meyer, 
Esq;  Senator  James  Vaughn;  Senator  Myrna 
Bair;  Representative  John  Schroeder;  Chief  Mas- 
ter Dennis  Reardon;  Jordan  Storlazzi,  M.D.,  and 
Rhoslyn  J.  Bishoff,  M.D. 

This  commission  was  created  to  help  the 
Family  Court,  particularly  as  it  relates  to  the 
segment  of  our  state’s  citizens  who  require  the 
Court’s  care  and  protection.  Its  interests  and 
concerns  must  remain  broad  and  always  forward 
in  its  aid  to  our  citizens. 

The  commission  referred  to  the  insurance 
commissioner  the  inequality  imposed  on  children 


Del  Med  Jrl,  February  1992,  Vol  64,  No  2 


in  this  example:  an  insurance  company  dropped 
the  insurance  of  a child  because  the  child  did  not 
live  with  the  parent  paying  for  the  insurance. 
Referral  yielded  quick  results,  with  a summation 
of  COBRA  (Consolidated  Omnibus  Budget  Rec- 
onciliation Act  of  1985).  When  a divorce  occurs,  a 
child  can  live  anywhere,  and  thehealth  insurance 
covers  for  three  years. 

The  following  is  an  important  change  in  the 
law  as  a result  of  the  Family  Law  Commission’s 
effort.  When  a Petition  for  Child  Support  is  filed, 
the  Respondent  shall  pay  an  immediate  interim 
amount  of  child  support  of  $50  per  week  directly 
to  the  Petitioner  on  the  first  Friday  following 
notice  of  the  filing  of  the  Petition  and  every  F riday 
thereafter  until  further  Order  of  the  Court.  The 
Court  may  modify  the  provisions  of  this  Section 
upon  the  filing  of  a motion  by  either  party.  If  any 
credit  is  appropriate,  it  shall  be  applied  at  the  time 
of  the  final  Order.  A Court-ordered  denial  of 
visitation,  for  good  cause  shown,  shall  not  excuse 
the  obligation  to  pay  child  support. 

As  in  the  previous  year,  public  hearings  were 
held  in  all  three  counties.  No  complaints  were 
entered  in  Kent  County.  New  Castle  and  Sussex 
had  purposeful  discussion  with  complaints  about 
the  Family  Court  system. 

Still  proposed  for  the  General  Assembly  are 
bills  that  Court  Judges  state  will  not  improve  the 
system.  However,  based  on  input  from  the  public, 
the  commission  decided  to  move  ahead  with  House 
Substitute  No.  2 for  House  Bill  174  and  House 
Bills  172  and  173.  A decision  was  made  to  join 
forces  with  the  Domestic  Violence  Task  Force  on 
the  Family  Relations  Bill. 

The  Family  Law  Commission  is  developing  a 
video  to  aid  in  explaining  the  purposes  of  the 
Court.  The  commission  is  further  seeking  status 
away  from  its  present  ad  hoc  status. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

(The  report  was  filed.  The  Reference  Com- 
mittee recommended  that  the  Society  should 
review  a possible  problem  related  to  Child 
Protection  Agencies.) 


Proceedings  - Part  II 

GOVERNOR’S  COMMISSION  ON 
NURSING  HOME  ADMINISTRATORS 

Since  being  appointed  to  the  Governor’s  Commis- 
sion on  Nursing  Home  Administrators  in  the 
spring  of  1991, 1 have  attended  three  meetings  of 
the  Commission.  I have  got  my  feet  wet,  but  I feel 
very  much  the  neophyte  where  the  business  ofthe 
Commission  is  concerned. 

However  inexperienced  I may  be,  I can  report 
to  you  that  the  fiscal  constraints  imposed  upon 
the  Commission  make  secretarial  help  minimal, 
though  quite  expert.  Also,  the  Commission  is  no 
longer  allowed  to  interview  prospective  candi- 
dates. I think  this  is  unfortunate. 

Perhaps  next  year  I’ll  be  able  to  give  our 
Society  a fuller  report. 

Allston  J.  Morris,  M.D. 

Liaison 

(The  report  was  filed.) 

GOVERNOR’S  COUNCIL  ON 
LIFESTYLE  AND  FITNESS 

At  its  inception  on  February  15,  1990,  Governor 
Michael  N.  Castle  signed  an  executive  order  es- 
tablishing the  Council  for  the  purpose  of  “promot- 
ing good  health  and  healthy  lifestyles  among  all 
Delawareans  and  to  propose  ways  in  which  to 
assist  Delawareans  in  making  responsible  deci- 
sions about  their  health  and  fitness  while  promot- 
ing public  policy  to  support  such  decisions.”  As  the 
Governor’s  Council  on  Lifestyle  and  Fitness  ap- 
proaches the  end  of  its  second  year  of  existence,  it 
is  attempting  to  narrow  its  focus  and  increase  its 
impact. 

The  Council  met  on  four  occasions  during 
1991  with  an  additional  meeting  planned  in  early 
December.  The  Council  adopted  an  injury  pre- 
vention theme  for  1991:  “A  Safer  Delaware:  It’s 
Your  Choice.”  With  the  week  of  May  20  - 27 
having  been  designated  by  Governor  Castle  as 
Injury  Prevention  Week  in  Delaware,  the  Council 
planned  a full  week  of  public  awareness  activities 
with  particular  emphasis  on  gaining  increased 
publicity  for  the  Council  through  media  coverage. 
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In  addition,  the  Council  established  the  “Banner 
Schools  Project”  which  awards  Delaware  schools 
meeting  established  fitness  criteria  with  the  offi- 
cial Governor’s  Council  on  Lifestyle  and  Fitness 
flag.  The  top  model  school  will  be  awarded  the 
Governor’s  Cup  Award.  The  Council  was  active 
throughout  the  year  in  co-sponsoring  community 
fitness  programs,  health  fairs  and  educational 
workshops  for  the  public,  including:  Employee 
Health  and  Fitness  Day  for  personnel  directors 
and  wellness  coordinators  from  New  Castle  and 
Kent  Counties;  co-sponsored  Delaware’s  Tobacco 
and  Health  Conference;  organized  and  co-spon- 
sored the  Cardiopulmonary  Resuscitation  Mara- 
thon Training  Session.  The  original  Chairman  of 
the  Council,  Michael  W.  Walls  of  MBNA  America, 
resigned  and  was  replaced  by  D.  Allan  Waterfield, 
Ph.D.,Dean  of  the  College  of  Physical  Education, 
University  of  Delaware. 

The  three  areas  of  focus  for  the  coming  year 
will  be: 

1)  Fitness  - programs  for  youth  (including 
curricular  review)  and  programs  in  the 
work  place 

2)  Smoking  - school  programs  and  work  site 
programs  with  special  attention  to  young 
mothers 

3)  Seatbelt  use  and  alcohol  consumption 
with  18-24  year  old  males  as  the  target 
group. 

Mark  A.  Meister 
Representative 

(The  report  was  filed.) 

HEALTH  RESOURCES 
MANAGEMENT  COUNCIL 

This  report  covers  the  year  October  1990  through 
September  1991.  There  was  significant  evolution 
of  the  State  Health  Plan  during  the  period,  with 
a newly  formatted  “Health  Resources  Manage- 
mentPlan”beingadopted.  The  new  format,  which 
consists  of  a summary  document  (on  File  in  the 
Medical  Society  office)  and  a number  of  individual 
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component  documents  on  specific  topics,  has  gen- 
erally been  viewed  positively.  New  areas  added  to 
the  plan  during  the  year  were  guidelines  on 
Freestanding  Ambulatory  Surgery  Centers  and 
Acute  Psychiatric  Bed  Need  Projections. 

A major  piece  of  legislation  (House  Bill  No. 
162  as  amended  by  House  Amendment  No.  1), 
which  was  initiated  by  the  Council,  was  signed 
into  law  on  May  15,  1991,  in  a formal  bill-signing 
ceremony  in  Governor  Castle’s  Dover  office.  The 
legislation  made  several  improvements  to  the 
health  planning  and  certificate  of  need  programs, 
including: 

1.  Restructuring  categories  of  health  care 
facilities  which  are  subject  to  certificate 
of  need  review  to  reflect  categories  of 
facilities  being  used  for  licensing  pur- 
poses whenever  possible. 

2.  Covering  under  certificate  of  need,  the 
acquisition  of  “major  medical  equipment” 
irrespective  of  whether  it  is  being  ac- 
quired by  a “health  care  facility.” 

3.  Increasing  the  membership  of  the  Health 
Resources  Management  Council  to  18 
members  and  clarifying  that  the  by-laws 
shall  include  conflict  of  interest  provi- 
sions. 

4.  Authorizing  the  certificate  of  need  review 
of  all  acquisitions  of  health  care  facilities 
but  allowing  exemptions  to  be  granted  by 
the  State  Agency,  with  the  concurrence  of 
the  Health  Resources  Management  Coun- 
cil. 

5.  Providing  clarity  with  respect  to  the  ap- 
peals process  under  the  certificate  of  need 
program. 

In  the  spring  of  1991,  the  Council  published  a 
report,  “TRENDS:  Hospital  Utilization  and  Ex- 
penditures, 1983-1989,”  also  on  file  in  the  Medical 
Society  office.  This  report  presents  information 
for  Delaware;  the  surrounding  states  of  New 
Jersey,  Maryland  and  Pennsylvania;  and  for  the 
country. 
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In  accordance  with  recommendations  from 
the  Council,  Certificates  of  Need  were  granted  for 
the  following  projects: 

Beebe  Medical  Center  - Cancer  Treatment 
Center 

Alfred  I.  duPont  Institute  - Magnetic  Reso- 
nance Imaging  Services 

Franciscan  Eldercare  Corporation  - Acquisi- 
tion of  Tilton  Terrace  Nursing  Home 

St.  Francis  Hospital  - Replacement  of  CT 
Scanner 

Peninsula  United  Methodist  Homes,  Inc.  - 
Alzheimer’s  Wing  at  Methodist  Manor  House 

Medical  Center  of  Delaware  - Replace 
Angiography  Equipment  at  Wilmington  Hos- 
pital 

Blood  Bank  of  Delaware  - Expansion  of 
Christiana  Facility 

Arbor  Health  Care  Company  - 89  Bed  Nurs- 
ing Home  in  Kent  County 

Medical  Center  of  Delaware  - Relocation  of 
Rehabilitation  Services  to  Wilmington 
Hospital 

Alfred  I.  duPont  Institute  - On-site  fixed  MRI 
Installation 

Medical  Center  of  Delaware  - Ambulatory 
Surgery  Center  on  Campus  of  Christiana 
Hospital 

William  H.  Duncan,  M.D. 

Liaison 

(The  report  was  filed.) 

INFECTIOUS  WASTE 
ADVISORY  COMMITTEE 

This  Committee  has  not  met  since  it  submitted 
draft  regulations  for  disposal  of  infectious  waste 
to  the  Governor  in  1989.  Since  that  time  the 
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Delaware  Solid  Waste  Authority  has  distributed 
a Request  for  Proposals  to  design,  construct  and 
operate  a modern  rotary  kiln  incinerator  at  Pi- 
geon Point,  and  the  Authority  has  now  started 
planning  for  similar  operations  in  Kent  and  Sus- 
sex Counties.  The  Solid  Waste  Authority  will 
become  the  only  operator  of  approved  Infectious 
Waste  incinerators  in  the  state,  except  for  the  few 
which  were  in  operation  when  the  regulations 
were  approved  in  1989.  The  Society  is  exploring 
the  desirability  of  a contract  between  the  Author- 
ity and  a group  of  members  of  the  Society  who 
wish  to  use  these  facilities. 

I do  not  anticipate  further  activity  for  the 
Committee,  but  I will  be  happy  to  continue  as 
liaison  representative. 

William  L.  Sprout,  M.D. 

Liaison 

(The  report  was  filed.) 

I LEGISLATIVE  SPECIALIST 

Anyone  who  observes  the  government/political 
process  is  aware  that  problems  are  seldom  final- 
ized, that  the  same  ones  recur,  albeit  often  in  a 
different  form,  year  after  legislative  year. 

At  the  federal  level  we  see  it  with  Roe  vs. 
Wade,  the  confirmation  process,  civil  rights  legis- 
lation, budgetary  compromises,  and  numerous 
other  issues. 

Delaware  is  no  different.  It  has  been  more 
than  15  years  now  since  optometrists  successfully 
achieved  legislation  permitting  them  to  use  drugs 
for  diagnostic  purposes.  More  than  three  years 
ago  they  first  proposed  legislation  authorizing 
them  to  use  drugs  therapeutically.  The  present 
bill.  Senate  Bill  108,  after  being  approved  in  the 
Senate  is  still  pending  in  the  House.  It  does  not 
appear  likely  that  it  will  be  approved  by  the  136th 
General  Assembly,  but  that  will  not  end  the 
matter.  Ophthalmologists  and  others  who  believe 
such  legislation  would  delegate  authority  to  some 
not  properly  trained  for  such  decisions  may  rest 
assured  the  proposal  will  be  back  in  the  137th 
General  Assembly  and  subsequently  ad  infinitum 
until  eventually  resistance  breaks  down  and  ap- 
proval is  granted.  Only  eternal  vigilance  can 
prevent  it. 
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A similar  statute  is  House  Bill  93,  which 
would  permit  physical  therapists  to  accept  walk- 
in  patients  without  any  referral  or  indication  they 
had  been  medically  examined  and  diagnosed.  The 
bill  was  defeated  in  the  135th  General  Assembly 
and  was  defeated  again  in  the  House  in  the  136th. 
However  it  was  restored,  on  a technicality,  to  the 
calendar,  where  it  remains  and  can  be  voted  upon 
whenever  its  sponsor,  Representative  Steven 
Amick  (R-Newark),  believes  the  21  votes  needed 
for  passage  are  available.  It  would  still  have  to 
pass  the  Senate,  but  it  cannot  be  stressed  enough 
that  medical  doctors  who  believe  the  proposal  is 
wrong  should  let  that  view  be  known,  again  and 
again  if  necessary,  to  their  elected  legislators, 
especially  within  the  district  where  they  live  or 
practice. 

On  October  8,  Senator  Herman  M.  Holloway 
(D-Wilmington),  announced  that  in  January  he 
will  strike  the  three  measures  he  introduced 
dealing  with  mandatory  HIV  testing  of  health 
care  professionals  and  their  patients  and  subse- 
quent disclosure  where  results  prove  positive. 

Senator  Holloway  said  he  introduced  the 
measures  because  he  thought  something  should 
be  done  to  protect  the  public  and  that  laymen, 
including  legislators,  simply  do  not  know  enough 
about  AIDS.  He  added  that  while  he  is  striking 
the  bills,  he  hopes  Delaware’s  Division  of  Public 
Health  will  add  its  approval  to  policies  already 


developed  by  the  Medical  Society  of  Delaware  and 
the  National  Center  for  Disease  Control  so  there 
can  be  enlightened  understanding  of  the  epi- 
demic throughout  the  grass  roots  community. 

So  Senator  Holloway’s  striking  of  the  bills 
means  the  issue  has  been  resolved  in  Delaware 
right?  Wrong!  All  it  means  is  that  a temporary 
solution  appears  to  be  acceptable.  But  just  let  one 
incident  happen  anywhere  in  America  of  a health 
care  professional  inflicting  the  virus  upon  a pa- 
tient and  watch  the  clamor  arise  almost  univer- 
sally for  stringent  testing,  regulation  and 
disclosure.  One  careless  individual  can  ignite  an 
explosive  issue  to  the  detriment  ofthousands,  and 
we  should  never  forget  it.  What  it  means  is  that  it 
is  very  important  to  work  with  Senator  Holloway 
and  other  legislators  to  establish  and  constantly 
improve  upon  a foundation  of  public  policy  so  that 
here  in  Delaware  we  are  prepared  to  cope  with 
whatever  exigency  may  occur,  and  to  deal  with  it 
rationally  and  practically  rather  than  emotion- 
ally and  hastily  in  response  to  a furor  touched  off 
by  instinctive  reaction  with  little  basis  in  fact. 

Thanks  to  the  patience  and  persistence  of 
Drs.  Hameli  and  Permut,  Senator  Holloway,  and 
members  of  the  Academy  of  Physician  Assistants, 
a compromise  was  effectuated  in  the  legislature 
which  grants  the  assistants  the  recognition  they 
were  seeking  while  retaining  necessary  safeguards 
and  supervision. 

Again,  though,  we  should  never  assume  that 
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R.  Meckel n burg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 
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any  resolution  is  permanent.  All  laws  are  subject 
to  change,  and  in  fact  a vast  majority  of  the 
legislation  introduced  in  Dover  or  Washington 
consists  not  of  proposals  to  plow  new  ground  but 
the  amendment  of  existing  statutes. 

The  network  of  physicians  attending  legisla- 
tive sessions  improved  greatly  this  year,  espe- 
cially in  the  contribution  made  by  those  on  hand. 
It  is  unfortunate  that  I cannot  spend  all  my  time 
with  the  visiting  doctor,  but  that  is  impossible. 

The  opportunity  for  physicians  to  participate 
in  the  legislative  deliberations  and  process  varies 
from  day  to  day  in  accordance  with  the  agenda 
and  committee  discussions.  But  even  on  slow  days 
it  would  be  helpful  if  those  in  attendance  used  the 
occasion  to  visit  with  their  local  representative 
and  senator  and  inform  them  of  the  Medical 
Society’s  position  on  legislation,  especially  bills 
that  are  controversial  or  inimical  to  the  best 
interests  of  sound  health  care. 

Separately  we  are  preparing  a directory  that 
will  advise  physicians  coming  to  the  General 
Assembly,  particularly  for  the  first  or  second 
time,  on  how  to  check  for  committee  hearings, 
where  to  find  the  day’s  agenda  and  how  to  obtain 
legislation  that  is  germane  to  their  concerns.  This 
daily  physical  presence  by  doctors  when  the  Leg- 
islature is  in  session  serves  as  a vital  link  of 
constant  communication  between  the  profession 
and  the  lawmakers  as  well  as  provides  a much 
appreciated  service.  Calls  for  seeing  a doctor  for 
health  reasons  are  rare  but  did  happen  several 
times  in  1991,  with  appropriate  sincere 
acknowledgement  by  those  who  were  treated  or 
advised. 

Ned  Davis 
Legislative  Specialist 

(The  report  was  filed  with  commendation  to 
Ned  Davis  for  his  excellent  work  on  the 
Society’s  behalf  and  support  for  the  devel- 
opment of  legislation  that  would  support 
programs  that  would  result  in  an  overall 
decrease  in  the  number  of  cases  of/.  IDS  and 
HIV  infection.) 
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DELAWARE  STATE/UPPER  SHORE  OF 
MARYLAND  CHAPTER  OF  THE  MARCH 
OF  DIMES  BIRTH  DEFECTS  FOUNDA- 
TION 

The  Delaware  State/Upper  Shore  of  Maryland 
Chapter  of  the  March  of  Dimes  planned  to  begin 
1991  with  a Campaign  Breakfast  hosted  by  John 
Burris,  President  of  the  Delaware  State  Chamber 
of  Commerce,  to  introduce  community  and  busi- 
ness leaders  to  the  problems  associated  with 
Delaware’s  high  infant  mortality  rate.  Dr.  Reed 
Tuckson,  Vice  President  of  the  national  March  of 
Dimes,  was  the  featured  speaker.  Despite  the 
commencement  of  the  Gulf  War  on  the  night 
before  the  breakfast,  the  event  was  well  attended. 
The  local  chapter  office  continues  to  receive  input 
from  those  attending  concerning  possible  projects 
to  provide  services  to  mothers  and  their  children. 

The  local  chapter  also  implemented  the 
“Rockabye  Program”  in  several  area  schools.  This 
program  is  designed  to  teach  adolescents  the 
importance  of  abstinence  and,  when  necessary, 
prenatal  care.  The  program  was  favorably  ac- 
cepted by  students  and  teachers  alike. 

The  national  March  of  Dimes  Birth  Defects 
Foundation  provided  funding  for  Dr.  Patricia 
DeLeon  to  continue  her  research  on  “Paternal 
Hydrocarbon  Exposure  and  Cytogenetic  Effects.” 
In  addition  to  the  national  grant,  the  local  chapter 
funded  a conference  for  families  affected  by  osteo- 
genesis imperfecta,  a grant  request  to  revise  the 
Brandywine  School  District’s  revision  of  its  Hu- 
man Ecology  Handbook,  and  a Genetics  for  Clergy 
Conference. 

The  March  of  Dimes,  with  the  Kiwanis  Clubs 
in  Delaware  and  Cecil  County,  is  about  to  begin  a 
service  program  for  pregnant  adolescents.  This 
program  will  provide  transportation,  counseling 
and  education  for  adolescents  and  their  families 
and  partners.  Tie  program  is  expected  to  begin 
before  the  end  of  this  year. 

Garrett  H.C.  Colmorgen,  M.D. 

Liaison 

(The  report  was  filed.) 
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MEDICAL  CARE  ADVISORY  COMMITTEE, 
DIVISION  OF  SOCIAL  SERVICES 

This  report  is  from  October  1990  to  July  1991.  The 
shortened  term  resulted  in  the  completion  of 
slightly  less  than  two  years  as  the  Medical  Society 
of  Delaware’s  representative  to  the  Federally 
constituted  Medical  Advisory  Committee  to  the 
State  of  Delaware’s  Division  of  Social  Services. 

The  hope  was  suggested  to  those  being  sepa- 
rated from  the  committee  that  we  had  learned 
something.  Indeed,  we  had  learned  that  medicine 
is  not  making  itself  available  to  Federal  and  State 
governments.  The  case  in  point  is  explained  bv 
asking  our  Medical  Society  Board  of  Trustees  to 
secure  from  our  Congress  and  our  State  General 
Assembly  the  assurance  that  all  medical  advisory 
committees  are  equally  represented  with  physi- 


cians in  both  state  or  national  committees.  This 
would  assure  the  committee’s  final  vote  would  be 
representative  of  a medical  opinion.  Another 
means  to  express  this  is  to  encourage  our  Board  of 
Trustees  to  seek  out  physicians  to  work  on  the 
Medical  Care  Advisory  Committee  in  numbers 
great  enough  to  make  the  vote  of  our  colleagues 
and  our  Society  a force  when  giving  advice. 

Tire  Medical  Care  Advisory  Committee  ac- 
complished some  things  in  the  nine  months  men- 
tioned. An  EDS  (electronic  data  system)  was  put 
in  place  and  functions  at  present  better  than  its 
predecessor.  The  committee  assisted  in  obtaining 
legislation  to  support  health  insurance  for  those 
who  do  not  qualify  for  Medicaid  but  have  medical 
needs.  It  also  completed  an  access  to  health  care 
document  that  is  an  excellent  in-depth  study  of 
the  need  to  give  care  to  those  who  have  low  or  no 


FY90  MEDICAID  EXPENDITURES 

BY  PROVIDER  TYPE 


HOME  HEALTH 
$9,058  9 

OUTPATIENT  HOSP  7% 
$8,517.7 
ALL  OTHER  3% 

$3,529  4 


7% 


DRUGS  5% 
$6,292.3 


INPATIENT  HOSP  25% 
$32,262  7 


LAB  & X-RAY  1% 
$975  9 


STATE  INSTI  29% 
$37,049.9 


PHYSICIANS  5% 
$6,370.5 


NUR  HOME  Pr i vate  20% 
$25,327  3 


TOTAL  EXPENDITURES  WERE  $129  MILLION 
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income.  It  recognizes  the  needs  but  offers  more 
thought  for  study  than  means  to  solve  the  prob- 
lems. This  document  should  be  read  by  all  physi- 
cians to  learn  where  help  from  physicians  is 
needed. 

Physicians  of  Delaware  give  service  with 
some  return  but  are  not  by  far  taxing  the  Medic- 
aid system  (see  attached  graph). 

Rhoslyn  J.  Bishoflf,  M.D. 

REPORT  OF  THE  CHAIRMAN 
MEDICAL  CARE  ADVISORY  COMMITTEE 
DIVISION  OF  SOCIAL  SERVICES 

The  Medical  Care  Advisory  Committee  to  the 
Delaware  Medicaid  Program  is  mandated  by  fed- 
eral law.  The  committee  membership  includes: 
Robert  G.  Kettrick,  M.D.,  Chairperson;  Anne 
Aldridge,  M.D.;  Sister  Jean  Cashman,  O.S.U., 
Ursuline  Academy  Convent;  Richard  Ellis,  Direc- 
tor of  Finance,  Medical  Center  of  Delaware;  Ms. 
Kay  Hall,  Vice  President,  Kent  General  Hospital; 
Andrew  Henderson,  M.D.  ;Vicenta  Marquez,  M.D. ; 
Ms.  Joan  R.  Medland,  Dover  Family  Practice; 
Neil  McLaughlin,  Director,  Community  Mental 
Health  Center;  Edward  R.  Sobel,  D.O.;  Lester 
Wright,  M.D. , Director,  Division  of  Public  Health. 
The  committee  is  charged  with  providing  guid- 
ance, advice,  and  technical  expertise  to  the  Dela- 
ware Medicaid  Program  as  well  as  advocacy  for 
program  changes  with  the  state  legislature. 

In  the  spring  of  1991,  a committee  report, 
Access  to  Health  Care  for  the  Medicaid  Popula- 
tion in  Delaware,  was  presented  to  the  Secretary 
of  the  Department  of  Health  and  Social  Services, 
Thomas  P.  Eichler. 

The  committee  report  identifies  health  care 
access  problems  as  they  apply  to  the  disabled 
mother  and  child  and  the  elderly.  Recommenda- 
tions for  resolution  of  problems  were  proposed 
and  will  represent  the  focus  of  committee  advo- 
cacy activity  through  1992.  The  reportis  available 
through  the  office  of  the  Deputy  Director,  Medical 
Assistance  Programs.  Adjustment  of  CPT  reim- 
bursement schedules  for  selected  children’s  ser- 
vices was  directly  related  to  the  investigative  and 
advocacy  work  of  the  committee. 
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As  an  outgrowth  of  committee  advisory  activ- 
ity related  to  payment  for  liver  transplantation 
services,  Secretary  Eichler  has  charged  the  Medi- 
cal Advisory  Committee  to  provide  policy  and 
procedure  recommendations  to  be  used  in  deter- 
mining whether  transplant  payment  requests 
should  be  approved.  A Task  Force  has  been  ap- 
pointed and  includes  John  Nose  worthy,  Surgeon- 
in-Chief,  A.  I.  duPont  Institute;  Mike  Moritz, 
Thomas  Jefferson  University  Transplant  Sur- 
geon; Sister  Jeanne  Cashman,  O.S.U.,  Director, 
Sojourner  Place;  Susan  Kirk-Ryan,  Esq.,  Former 
Deputy  Attorney  General  - Delaware;  Barbara 
Duncan,  Associate  Rector,  Christ  Church, 
Christiana  Hundred;  Thelma  Mayer,  Chief  Social 
Services  Administrator,  Medicaid  Unit;  and  Ad- 
visory Committee  Chairman,  Robert  G.  Kettrick. 

The  Medical  Advisory  Committee  expects  to 
be  more  active  in  providing  consultative  services 
to  the  Medical  Assistance  program  as  it  works  to 
address  dissatisfaction  expressed  by  physician 
providers.  We  also  expect  to  serve  as  a sounding 
board  for  Medical  Assistance  as  it  struggles  to 
sustain  and  apportion  its  resources  in  the  face  of 
expected  budget  constraints. 

This  past  year,  the  terms  of  two  valuable 
members  of  the  committee  expired.  Rhoslyn 
Bishoff,  M.D.,  and  Norman  Taub,  M.D.,  provided 
experience,  wisdom,  and  humor  to  the  committee’s 
deliberations.  The  committee  gratefully  acknowl- 
edges their  contributions. 

Robert  G.  Kettrick,  M.D. 

Chairman 

(The  reports  were  filed  with  the  Reference 
Committee’s  recommendation  for  integra- 
tion of  services  of  various  agencies.) 

THE  MEDICAL  SOCIETY 
OF  DELAWARE  AUXILIARY 

The  year  got  off  to  a good  start  this  past  June  with 
a record  number  of  four  Auxilians  from  Delaware 
attending  the  AMA  National  Convention  in  Chi- 
cago. We  were  fortunate  to  take  part  in  the 
landmark  decision  to  restructure  the  Executive 
Board  of  the  AMA  Auxiliary. 
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My  first  board  meeting  was  held  September 
19th  at  the  Wayside  Inn  in  Smyrna.  Linda  Panzer, 
New  Castle  County  President,  reported  they  will 
host  a fashion  show  October  10th  at  the 
Wilmington  Country  Club.  All  proceeds  will  go  to 
the  Ronald  McDonald  House  in  Delaware.  Other 
events  New  Castle  County  is  planning  include  a 
membership  tea  and  a wine  tasting  dinner  some- 
time in  the  spring.  Sussex  County  President 
Nancy  Bolourchi  reported  their  first  meeting  was 
a huge  success.  A membership  tea  is  planned  for 
this  fall,  and  a committee  is  being  formed  to 
personally  welcome  all  physicians’  spouses  who 
are  new  to  the  area.  A Recipe  Auction  will  be  held 
in  November  and  an  International  Dinner  in 
February.  The  fashion  show  in  April  this  year  will 
be  a dinner  dance,  and  the  year  will  close  with  a 
yard  sale  in  May.  Kent  County  President  Barbara 
Easter  announced  plans  for  a coffee  on  October 
17th.  Kent  is  still  struggling  to  retain  members. 
The  State  Auxiliary  and  the  New  Castle  and 
Sussex  Auxiliaries  have  agreed  to  support  Kent 
County  as  much  as  possible  during  these  trou- 
bling times. 

Sue  Saliba,  President-Elect,  organized  a group 
of  volunteers  to  man  the  Delaware  State  Medical 
Society  booth  at  the  Wellness  Fair  on  September 
20th  in  Rehoboth  Beach,  Delaware. 

Ellen  Grubbs,  Vice  President,  will  chair  the 
mini-internship  program  for  the  state.  The  pri- 
mary objective  of  this  program  is  to  provide 
legislators  and/or  community  leaders  with  the 
opportunity  to  experience  the  nature  and  com- 
plexities of  the  delivery  of  health  care  services  in 
our  state,  by  spending  a “typical”  day  with  a 
physician. 

Barbara  Noseworthy,  New  Castle  County 
Auxiliary  President-Elect,  will  be  attending 
Confluence  I in  Chicago  on  October  5-9. 

On  the  legislative  scene,  our  members  con- 
tinue to  contact  our  representatives  in  Washing- 
ton concerning  all  the  medical  issues  supported 
by  the  AMA.  Our  correspondence  files,  I am 
happy  to  report,  are  getting  thicker  by  the  day.  To 
continue  our  quest  for  legislative  knowledge,  Co- 
Chairman  Marianne  Cameron  and  President- 
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Elect  Sue  Saliba  just  returned  from  a two-day 
workshop  in  Washington,  D.C.,  sponsored  by  the 
AMA  National  Political  Education  Committee. 

On  October  17th  and  18th  Sue  Saliba  and  I 
will  attend  the  annual  meeting  of  the  Pennsylva- 
nia Medical  Society  Auxiliary  in  Philadelphia. 

Our  next  meeting  will  be  held  at  9:00  a.m.  on 
Saturday  morning,  November  16th,  in  the 
Greenville  Suite  at  the  Hotel  du  Pont.  Our  guest 
speaker  will  be  Diane  Chow,  an  AMA  Auxiliary 
national  legislation  committee  member.  She  will 
lead  a workshop  on  the  mini-  internship  program. 

Goldie  Klein 
President 

(The  report  was  filed  with  special  thanks  to 
and  commendation  to  Mrs.  Klein  and  the 
entire  Auxiliary  for  a job  well  done.) 

MEDICAL  SOCIETY  OF  DELAWARE 
INSURANCE  SERVICES,  INC.  (MSDIS) 

I believe  that  we  can  be  very  proud  of  the  suc- 
cesses achieved  by  MSDIS  during  this  most  re- 
cent year.  This  was  a year  of  some  turmoil,  and  we 
witnessed  many  significant  changes  in  the  insur- 
ance market.  Our  corporation  rode  out  this  tur- 
moil very  well  and  actually  generated  more  in 
dividends  than  in  the  preceding  year.  We  are 
pleased  to  report  that  we  declared  a dividend  of 
$120,000  this  year  in  contrast  to  last  year’s 
$100,000. 

This  success  has  been  achieved  in  spite  of  a 
decline  in  premium  rates  for  medical  malpractice 
insurance  policies.  We  owe  this  success  to  our 
having  achieved  a larger  share  of  the  market  (we 
now  have  442  policies  in  force  versus  381  in  the 
previous  year).  Another  factor  is  that  we  have 
kept  our  operating  expenses  under  strict  control. 

We  are  not  satisfied  with  our  performance  in 
all  areas.  In  particular  we  have  not  as  yet  been 
able  to  make  a dent  in  the  Life  and  Disability 
insurance  market.  Our  efforts  in  this  direction 
continue,  and  it  is  expected  that  next  year  we  will 
be  able  to  report  some  success. 
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We  have  had  some  success  in  broadening  our 
market  base  in  that  we  now  have  marketed,  for 
the  first  time,  office  package  policies.  These  poli- 
cies cover  those  things  generally  covered  in  a 
general  liability  policy  in  addition  to  providing 
protection  for  scheduled  valuables,  office  equip- 
ment, files  and  numerous  other  items  such  as 
automobiles  used  for  business  purposes  and  de- 
positors’ forgery. 

Joseph  E.  Belgrade,  M.D. 

President 

(The  report  was  filed.  The  Reference  Com- 
mittee expressed  concern  about  the  static 
composition  of  the  Board,  and  the  need  to 
introduce  new  members  in  an  orderly  fash- 
ion.) 

STATE  SCHOOL  HEALTH 
ADVISORY  COMMITTEE 

Highlights  of  the  facts  and  activities  of  this  com- 
mittee give  points  of  interest  to  all  physicians. 

1.  Adolescent  suicide  is  the  second  highest  cause 
of  death  in  persons  age  15  to  24  years.  The 
rate  is  50  percent  higher  in  whites  than  in 
other  groups.  Male  victims  choose  firearms 
and  explosives;  females  choose  drug  over- 
doses. 

2.  Non-nutritious  foods  should  not  be  served  in 
schools. 

3.  Family  education  would  greatly  solve  the 
school’s  problems. 

4.  School  Health  is  concerned  about  measles 
vaccine  for  children  who  received  shots  before 
15  months  and  college  students. 

5.  School  health  nurses  are  concerned  about 
infectious  waste  disposal  (they  have  very 
little  but  feel  their  actions  are  instinctive  and 
hence  want  to  comply). 

6.  AIDS  education  has  increased  in  our  survey 
group  from  61.9  percent  in  1989  to  68.9  per- 
cent in  1991. 
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7.  Immunization  schedules  are  being  re-exam 

ined. 

The  school  health  nurses  have  again  shown 
that  they  take  good  care  of  our  school  children  (see 
attached  summary  of  health  services  provided  by 
school  nurses). 

This  has  been  a summary  of  the  activities  of 
the  School  Health  Committee  in  the  six  meetings 
it  held  during  the  past  year. 

It  is  important  to  mention  that  at  its  last 
meeting,  the  State  School  Health  Advisory  Com- 
mittee listened  to  and  highly  approved  of  the 
action  of  David  Platt,  M.D.,  in  creating  profes- 
sional discourse  with  children  throughout  the 
state.  Ask  Dave  about  it! 

Tine  report  of  the  Drug  Free  Communities 
and  School  Committee  is  attached. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

DRUG  FREE  COMMUNITIES 
AND  SCHOOL  COMMITTEE 

This  committee  held  six  meetings  between  Octo- 
ber 1990  and  October  1991  and  participated  in 
one  conference. 

It  was  moved  and  passed  that  a statewide 
uniform  drug  policy  be  enacted  in  keeping  with 
Federal  regulations. 

The  second  Alcohol  and  Drug  Survey  re- 
vealed: 

1.  Substance  use  is  down. 

2.  Factors  influencing  student  well-being 
are  up. 

3.  Nine  percent  of  juniors  report  drinking 
and  driving  at  least  once  a month. 

4.  At  least  once  a month,  15  percent  of 
Delaware’s  seniors  report  being  in  a ve- 
hicle with  a driver  who  is  drinking. 
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5.  School  subjects  are  perceived  to  be  inter- 
esting by  only  41  percent  of  the  juniors 
and  35  percent  of  the  eighth  graders. 

Drug  Abuse  Resistance  Program  (DARE)  is  a 
State  Police  effort  and  is  paying  dividends  in  that 
the  young  people  accept  the  policeman  as  a friend 
and  not  a threat.  One  officer  can  serve  six  schools. 

The  YMCA  is  developing  Teens  Above  the 
Influence. 

It  becomes  more  apparent  that  the  teachers 
and  principals  and  superintendents  are  becoming 
self-taught  about  drugs  in  the  schools  and  what  to 
do  about  the  problem,  but  hidden  in  the  sand  of 
the  ostrich  are  the  university  and  college  pro- 
grams, which  are  not  turning  out  any  teachers  or 
nurses  trained  to  meet  the  problems  they  will  face 
in  the  K-12  classrooms. 

Delaware  State  College  Extension  staff  have 
ongoing  4-H  youth  programs. 

Crack  babies  are  becoming  an  extra  burden 
on  public  schools.  HIV  babies  are  increasing  also. 

Question:  Will  Choice  Schools  take  up  the 
slack  of  HIV  and  crack  babies? 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

(The  report  was  filed.) 

ANNUAL  RE  PORT  OF  THE  WEST  VIRGINIA 
MEDICAL  INSTITUTE  TRUSTEE 

Many  things  have  changed  in  the  Professional 
Review  Organization  (PRO)  program.  HCFAhas 
dropped  the  pre-admission  certification  plan  for 
selected  surgical  procedures.  This  was  a sensible 
decision,  as  the  vast  majority  of  procedures  were 
quickly  approved  because  they  were  obviously 
needed.  Denial  rates  were  often  a lot  less  than  1 
percent,  and  when  population  trends  and  new 
technologies  were  taken  into  consideration,  many 
felt  there  was  little,  if  any,  sentinel  effect  from  the 
program. 
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The  percentage  of  all  hospital  charts  that  will 
be  reviewed  is  decreasing.  Budget  constraints, 
the  ability  to  know  which  groups  of  charts  should 
be  reviewed  and  the  Uniform  Clinical  Data  Set 
(UCDS)  are  factors  causing  these  changes. 

Several  pilot  projects  reviewing  office  charts 
have  been  done.  DELMARVA  Healthcare  Foun- 
dation, which  is  the  PRO  for  Maryland  and  Wash- 
ington, has  been  active  in  this  area.  However,  it 
will  be  a number  of  years,  if  ever,  before  office 
chart  review  becomes  as  widespread  as  hospital 
review  currently  is.  Office  review  is  costly  and 
time  consuming.  And  although  efforts  are  made 
to  be  as  unobtrusive  as  possible,  at  least  a modi- 
cum of  disruption  seems  inevitable.  These  factors 
should  mitigate  against  any  widespread  office 
chart  review. 

There  are  variations  among  PROs  as  to  how 
charts  are  evaluated  with  respect  to  both  neces- 
sity of  service  and  quality  issues.  To  address  these 
variations  and  to  amass  a large  data  base  on 
outcomes  for  specific  disease  and  treatment  mo- 
dalities, the  UCDS  has  been  under  development 
by  HCFA.  This  is  a computer  evaluated  chart 
abstraction  system,  which  would  ultimately  be 
used  by  all  PROs  for  inpatient  chart  review.  It 
currently  consists  of  some  2,200  data  elements 
with  over  3,000  algorithms.  Over  the  years,  HCFA 
says  UCDS  data  will  become  valuable  to  practic- 
ing physicians  because  it  will  give  information 
about  what  types  of  treatments  best  help  specific 
diseases.  During  the  last  year  there  have  been 
pilot  programs,  and  dilemmas  have  revolved 
around  the  sheer  complexity  of  the  system,  the 
am  ount  of  time  it  take  s an  abstracter  to  go  through 
a chart,  and  the  percentage  of  charts  that  are 
referred  to  a physician  reviewer  by  the  computer 
program.  Until  hospitals  have  computerized 
charts,  the  program  can  not  directly  access  infor- 
mation. Using  manual  entry,  UCDS  appears  too 
complex  and  lengthy  to  become  Medicare’s  main 
chart  review  system  unless  only  a few  charts  are 
abstracted,  many  more  nurses  are  hired,  or  the 
UCDS  is  simplified.  Time  will  tell. 

Some  things  have  not  changed  in  the  PRO 
program.  Chart  documentation  continues  to  be 
important.  For  instance,  it  generally  takes  only  a 
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few  seconds  to  dictate  several  sentences  about 
extenuating  social  conditions  requiring  an  admis- 
sion on  what  is  normally  handled  on  an  outpa- 
tient basis.  Such  information  may  alleviate  an 
admission  denial. 

When  there  are  quality  of  care  issues,  they 
need  to  be  addressed.  For  instance,  possibly  a 
discussion  with  the  family  or  the  patient’s  strong 
desire  to  leave  the  hospital  influenced  your  deci- 
sion to  discharge  a patient  earlier  than  you  other- 
wise would  have.  If  appropriate,  this  information 
should  be  in  the  chart. 

It  is  also  important  for  the  attending  to  be 
aware  of  all  notes  made  in  the  chart  by  nurses, 
ancillary  personnel,  etc.  If  a patient  mentions  a 
problem  to  a nurse  who  then  documents  it  in  his/ 
her  notes,  the  attending  needs  to  be  aware  of  it 
and  address  it  as  needed. 

If  the  PRO  contacts  you  regarding  a patient 
and  there  is  information  which  you  want  to 
present,  it  is  i mportant  to  respond.  I n a significant 
number  of  instances  when  a physician  writes 
back  an  admission  is  approved,  or  a quality  of  care 
question  is  resolved  in  favor  of  the  hospital  or 
practitioner.  Conversely,  if  the  provider  elects  not 
to  respond,  it  would  be  very  unusual  for  any 
changes  to  be  made  in  the  original  determination. 
In  many  cases  where  there  was  a serious  ques- 
tion, the  main  problem  was  not  mentioning  a 
salient  piece  of  information  in  the  chart. 

As  the  PRO  program  currently  stands,  it  is 
too  confrontational  and  adversarial.  The  PROs 
realize  this,  and  I would  like  to  believe  that  HCFA 
does  too.  More  time  should  be  spent  on  trying  to 
determine  what  new  types  of  treatment  work  for 
which  type  of  patient,  and  somehow  recognizing 
the  thousands  of  patients  treated  with  dispatch 
and  excellence,  as  opposed  to  the  one  where  there 
is  a question  in  management. 

In  the  Society’s  monthly  newsletter,  I have 
had  the  opportunity  to  present  the  generic 
screens  that  the  PROs  use  for  both  inpatients  and 
outpatients.  Changes  such  as  the  UCDS  and  an 
article  on  small  area  variations  were  discussed. 
This  information  was  selected  in  part  by  requests 
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and  recommendations  from  my  colleagues,  and  I 
hope  this  helpful  advice  continues. 

Brett  Elliott,  M.D. 

Liaison 

(The  report  was  filed,  with  commendation 
to  Dr.  Elliott  for  his  great  efforts.) 

MEMORIAL 

As  a memorial  to  the  members  of  the  Society 
who  were  lost  through  death  during  the  past  year, 
the  assembly  rose  for  a moment  of  silence  as  the 
following  names  were  read: 

Olin  S.  Allen,  M.D. 

Gustave  K.  Berger,  M.D. 

George  H.S.  Chen,  M.D. 

Elmer  F.  Fantazier,  M.D. 

Douglas  M.  Gay,  M.D. 

C.  Robert  Green,  M.D. 

Anna  P.  Kara-Eneff,  M.D. 

Lawrence  Katzenstein,  M.D. 

S.  Thomas  Miller,  M.D. 

Howard  L.  Reed,  M.D. 

Frank  S.  Skura,  M.D. 

Eugene  A.  Szabo,  M.D. 

ABSOLUTION  RESOLUTION 

The  House  adopted  the  following  resolution: 

RESOLVED,  That  each  and  all  of  the  Resolu- 
tions, acts,  and  proceedi  ngs  of  the  Board  of  Trust- 
ees of  the  Medical  Society  of  Delaware  heretofore 
had  been  adopted  since  the  last  meeting  of  the 
House  of  Delegates  of  the  Medical  Society  of 
Delaware  as  shown  by  the  records  of  the  minutes 
and  all  the  acts  of  the  officers  and  trustees  of  the 
Society  in  carrying  out  and  promoting  the  pur- 
poses, objects  and  interests  of  this  Society  since 
the  last  House  of  Delegates  meeting  are  approved 
and  ratified  and  hereby  made  the  acts  and  deeds 
of  the  Medical  Society  of  Delaware. 

(The  complete  report  of  the  Proceedings  of  the 
House  ofDelegates  is  on  file  in  the  Medical  Society 
office  and  is  available  to  members.) 
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Harvey  E.  Mast,  M.D. 
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Salvatore  Muleh,  M.D. 
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Delaware  Chapter,  American  College  of  Cardiology 

Delaware  Chapter,  American  College  of  Emergency  Physicians 

Delaware  Chapter,  American  College  of  Obstetricians  and  Gynecologists 

Delaware  Chapter,  American  College  of  Physicians 

Delaware  Chapter,  American  College  of  Surgeons 

Delaware  College  of  Occupational  and  Environmental  Medicine 

Delaware  Neurological  Society 

Delaware  Pathology  Society 

Delaware  Psychiati-ic  Society 
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Delaware  Society  of  Anesthesiologists,  Inc. 

Delaware  Society  of  Internal  Medicine 
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Advisory  Council  for  Cancer  Control,  Div.  of  Public  Health,  State  of  Delaware  - Leslie  W.  Whitney,  M.D 
AIDS  Advisory  Task  Force,  Division  of  Public  Health,  State  of  Delaware 
American  Cancer  Society,  Delaware  Division,  Inc.  - Ruben  A.  Teixido,  M.D. 

American  Diabetes  Society,  Delaware  Affiliates,  Inc.  - G.  Stephen  DeCherney,  M.D. 

American  Heart  Association  of  Delaware,  Inc.  - Gerald  M.  Lernole,  M.D. 

American  Lung  Association  of  Delaware  - John  J.  Chabalko,  M.D. 

Board  of  Nursing  Home  Administrators  - Allston  J.  Morris,  M.D. 

Controlled  Substances  Act  Advisory  Committee,  State  of  Delaware  - Rhoslyn  J.  Bishoff,  M.D. 
Coordinating  Council  for  the  Handicapped  Child,  Inc.  - Jaime  H.  Rivera,  M.D. 

Council  on  Diabetes  - Charles  Laudadio,  M.D. 

Council  on  Long-Term  Care  Facilities  - Henri  F.  Wendel,  M.D. 

Council  on  Public  Health  - Diana  Dickson-Witmer,  M.D. 

Delaware  Alliance  for  Health  Care  - David  Platt,  M.D. 

Delaware  Center  for  Wellness  - Robert  W.  Frelick  M.D. 

Delaware  Chapter  Arthritis  Foundation  - Bernhard  H.  Singsen,  M.D. 

Delaware  Epilepsy  Association  - S.  Charles  Bean,  M.D. 

Delaware  Health  Care  Commission  - Robert  G.  Kettrick,  M.D. 

Delaware  Institute  of  Medical  Education  and  Research  (DIMER)  - Leslie  W.  Whitney,  M.D. 

Delaware  Medical  Political  Action  Committee  (DELPAC)  - Peter  R.  Coggins,  M.D. 

Delawareans  United  to  Stop  Tobacco  (DUST)  - Robert  W.  Frelick,  M.D. 

Diamond  State  Organ  Donor  Association,  Inc.  - John  Noseworthy,  M.D. 

Family  Law  Commission  - Rhoslyn  J.  Bishoff,  M.D. 

Governor’s  Council  on  Life  Style  and  Fitness  - Mark  A.  Meister 
Governor’s  Council  on  Minority  Health  - Cecil  C.  Gordon,  M.D. 

Health  Resources  Management  Council  - William  H.  Duncan,  M.D. 

Infectious  Waste  Advisory  Committee  - William  L.  Sprout,  M.D. 

Joint  Committee  of  Physicians  and  Attorneys  - John  T.  Hogan,  M.D. 

March  of  Dimes  Birth  Defects  Foundation  - Garrett  H.  C.  Colmorgen,  M.D. 

Medical  Care  Advisory  Committee,  Div.  of  Social  Services,  State  of  Delaware  - Robert  G.  Kettrick,  M.D 
Medical  Society  of  Delaware  Auxiliary  - Mrs.  Gershon  A.  Klein  (Goldie),  President; 

Mrs.  Anis  Saliba  (Sue),  President-Elect 

Medical  Society  of  Delaware  Insurance  Services  (MSDIS)  - Joseph  E.  Belgrade,  M.D. 

Mental  Health  Code  Revision  Task  Force  - Jorge  A.  Pereira-Ogan,  M.D. 

Physicians  Emeritus  of  Delaware  - Allston  J.  Morris,  M.D. 

School  Health  Advisory  Committee,  State  of  Delaware  - Rhoslyn  J.  Bishoff,  M.D. 

Spina  Bifida  Association  - Nina  L.  Steg,  M.D. 

West  Virginia  Medical  Institute,  Inc.  - Brett  Elliott,  M.D. 
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IN  BRIEF 


If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant  infor- 
mation to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE  19806-2166. 
Information  must  be  received  by  the  first  of  the  month,  two  months  before  publication. 

PHYSICIANS’  HEALTH  COMMITTEE 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physicians’  Health  Committee 
wishes  to  help.  Please  call  302/654-1001.  The  anonymity  of  the  caller  is  assured. 

INSTITUTE’S  MEDICAL  DIRECTOR  ELECTED  TO  NACHRI  BOARD  OF  TRUSTEES 

Robert  A.  Doughty,  M.D.,  Ph.D.,  has  been  elected  to  the  Board  of  Trustees  of  the  National  Associa- 
tion of  Children’s  Hospitals  and  Related  Institutions  (NACHRI)  located  in  Alexandria,  Virginia.  Dr. 
Doughty  is  the  medical  director  at  the  Alfred  I.  duPont  Institute  in  Wilmington,  Delaware.  He 
received  his  medical  degree  from  the  University  of  Pennsylvania  School  of  Medicine  and  his  Doctor 
of  Philosophy  degree  in  immunology  from  the  University  of  Pennsylvania  Graduate  School  of  Arts 
and  Sciences  in  Philadelphia,  Pennsylvania.  Dr.  Doughty  resides  in  Ardmore,  Pennsylvania. 

INFECTIOUS  DISEASES  SYMPOSIUM  AT  THE  UNIVERSITY  OF  MARYLAND  SCHOOL 
OF  MEDICINE 

Infectious  Diseases  in  Everyday  Medicine  is  the  subject  of  the  upcoming  second  annual  symposium 
sponsored  by  the  Division  of  Infectious  Diseases,  Department  of  Medicine,  University  of  Maryland 
School  of  Medicine.  The  symposium  is  scheduled  for  Thursday  and  Friday,  April  23-24,  1992,  in  the 
Baltimore  Convention  Center,  Baltimore,  Maryland.  It  is  approved  for  12  credit  hours  in  Category  I. 
Registration  by  April  1 is  $175  for  physicians  and  nurses  and  $50  for  residents  and  students.  Please 
contact  Eunice  Katz,  University  of  Maryland  School  of  Medicine,  10  S.  Pine  Street,  Baltimore, 
Maryland  21201,  410/328-7560! 

AMERICAN  LUNG  ASSOCIATION  3RD  ANNUAL  SYMPOSIUM 

The  American  Lung  Association  of  Delaware  will  hold  its  third  annual  symposium  April  28,  1992, 
entitled  Perspectives  in  Pulmonary  Care  - 1992.  Some  topics  covered  will  be  sleep  apnea,  environ- 
mental lung  disease,  lung  cancer,  cystic  fibrosis  and  exercise-induced  asthma.  Save  the  date  on  your 
calendar. 
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ONUf  ONE  H, -ANTAGONIST  HEALS  REFLUX  ESOPHAGITIS 
AT  DUODENAL  ULCER  DOSAGE.  ONLY  ONE. 


AXID 


Of  all  the  H2-receptor  antagonists,  only  Axid  heals  and 
relieves  reflux  esophagitis  at  its  standard  duodenal  ulcer  dosage. 

Axid,  150  mg  b.i.d.,  relieves  heartburn  in  86%  of  patients  niZStidiriE! 

after  one  day  and  93%  after  one  week. 1 150  mg  b.i.d. 


ACID  TESe.  PATIENT  PROVEN. 


1 . Data  on  file,  Lilly  Research  Laboratories.  See  accompanying  page  for  prescribing  information. 


C 1991 , ELI  LILLY  AND  COMPANY 
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Board  of  Medical  Practice 


As  you  are  aware,  the  primary  regulatory  author- 
ity for  physicians  in  our  state  is  the  Board  of 
Medical  Practice.  After  Sunset  Committee  delib- 
erations, during  which  our  members  spent  innu- 
merable hours  working  with  the  Committee,  leg- 
islation established  the  Board,  which  consists  of 
10  physician  members  andfive  lay  members.  This 
Board  is  responsible  for  regulating  and  evaluat- 
ing approximately  2,000  physicians  in  the  state, 
with  400  to  500  of  whom  are  not  actively  practic- 
ing in  Delaware.  Physicians  who  apply  to  practice 
in  the  state  are  interviewed  and  thoroughly 
credentialed  by  the  Board  before  they  are  issued 
a license.  In  addition,  the  Board  is  an  ongoing 
monitor  of  the  licenses  of  physicians  practicing  in 
Delaware. 

At  the  Medical  Society  we  have  had  signifi- 
cant concerns  about  the  functioning  of  the  Board 
of  Medical  Practice  and  have  worked  closely  with 
it  - particularly  with  President  Dr.  Thomas  Scott 
- to  try  to  correct  some  of  these  problems.  Dr. 
Scott  has  met  with  us  on  numerous  occasions  and 
participated  in  our  negotiations  to  improve  the 
functions  of  the  Board. 

Recently,  as  president  of  the  Medical  Society, 
I contacted  Governor  Michael  Castle  to  express 
our  concerns,  particularly  the  fact  that  there  is  no 
executive  director  of  the  Board,  which  we  feel  is 
an  absolute  mandatory  position.  We  have  the  full 
support  of  Dr.  Scott  in  this  regard.  After  contact- 
ing Governor  Castle,  the  officers  of  the  Medical 
Society  met  with  George  Hale,  secretary  of  Ad- 
ministrative Services,  and  David  Hill,  director  of 
Delaware's  Professional  Regulation  Division. 

As  a result  of  these  meetings,  it  would  appear 
that  the  state  has  agreed  to  increase  the  proposed 


salary  of  the  executive  director  to  what  we  feel  is 
a reasonably  acceptable  level.  In  addition,  we 
have  received  assurances  from  the  state  that  a 
search  committee  will  be  formed  soon  so  that  an 
executive  director  can  be  ready  to  proceed,  hope- 
fully by  July  1, 1992.  Although  Dr.  Scott  has  been 
instructed  to  form  this  search  committee  to  evalu- 
ate the  applicants  for  this  position,  the  regula- 
tions requiring  proper  advertising  for  this  posi- 
tion and  the  selection  process  will  mean  that  an 
executive  director  will  probably  not  be  ready  to  be 
appointed  before  July  1,  1992. 

Obviously,  our  main  concern  has  been  the 
absence  of  the  executive  director,  who  would  be 
capable  of  making  day-to-day  decisions  for  the 
Medical  Practice  Board.  We  have  other  concerns 
which  I would  like  to  bring  to  your  attention.  In 
addition  to  the  10  physician  members  and  five  lay 
members,  there  is  a deputy  attorney  general  who 
is  assigned  to  the  Board.  Because  there  are  no 
investigators  assigned  to  the  Board  to  investigate 
complaints,  it  has  fallen  upon  the  physician  mem- 
bers to  carry  out  these  investigations.  Unfortu- 
nately, these  investigations  are  carried  out  on  the 
physicians'  own  time  and  at  their  own  expense. 
On  the  other  hand,  when  investigators  are  bor- 
rowed from  the  attorney  general’s  office,  it  would 
appear  that  they  do  not,  as  a rule,  have  any 
medical  experience  or  particular  trainingin  evalu- 
ating complaints  relative  to  the  medical  field. 

Unfortunately,  budgetary  constraints  on  the 
Board  of  Medical  Practice  have  been  particularly 
apparent  with  the  state's  recent  shortfall.  It  has 
been  proposed  by  Governor  Castle  that  the  licens- 
ing fee  be  increased  from  $110  to  $170.  We  feel 
that  this  is  a step  in  the  right  direction  for  provid- 
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ing  budgetary  support  for  the  Board  of  Medical 
Practice;  however,  the  Society's  Board  of  Trustees 
has  gone  on  record  as  being  in  support  of  this 
increase  in  the  licensing  fee  as  long  as  this  in- 
crease goes  directly  to  budgetary  support  for  the 
Board  of  Medical  Practice  rather  than  into  the 
general  fund  or  the  Professional  Regulatory 
Agency.  I have  made  it  perfectly  clear  to  the 
members  of  Governor  Castle’s  budget  team  that  it 
would  be  extremely  difficult  at  this  time  to  sup- 
port not  only  an  increase  in  the  licensing  fee,  but 
the  surcharge  on  the  licensing  fee  which  the 
provider  tax  calls  for. 

I can  assure  you  that  the  Medical  Society  is 
actively  pursuing  our  objections  to  the  provider 
tax,  and  we  have  formed  an  alliance  with  the 
Association  of  Delaware  Hospitals,  with  our  goal 
being  to  develop  an  alternative  plan  for  financing 
the  Delaware  Health  Care  Trust  Fund  without 
the  surcharge  or  provider  tax  being  applied  to 
physicians  and  health  provider  institutions. 

As  responsible  members  of  the  state's  medical 
community,  it  is  mandatory  that  the  Medical 


For  Sale  by  Owner 


Custom-built,  two-year-new  contemporary  — quality 
throughout.  End  of  cul-de-sac  in  prestigious  White 
Clay  area.  Corian,  cedar,  A/C;  landscaped.  1st  floor: 
MBR  suite,  LR,  DR,  family  room,  kitchen,  breakfast 
room,  BR/den,  two  full  baths.  2nd  floor:  two  BR,  full 
bath.  Pennsylvania  living,  Delaware  convenience.  1 5 
minutes  to  Christiana  Hospital.  Under  S400,000. 

Call  215/274-0516  for  appointment. 
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Society  be  at  the  forefront  of  supporting  fair  ano 
equal  regulation  of  our  profession.  We  are  vitalh 
interested  in  providing  adequate  agencies  to  efj 
fectively  police  our  profession  and  to  expeditiouslj 
exonerate  those  physicians  when  unfounded  com 
plaints  are  received  by  the  Medical  Practice  Board 
Your  Society  actively  participates  in  this  pro 
gram,  with  our  volunteer  Physicians’ Health  Com 
mittee  members  serving  a vital  function  to  the 
Board  of  Medical  Practice  by  serving  as  a special 
deputized  committee  of  the  Board. 

If  we  are  to  show  the  community  that  we  are 
interested  in  and  concerned  about  proper  regula- 
tion of  our  profession,  we  must  continue  to  sup- 
port these  efforts  to  improve  the  budgetary  posi- 
tion of  the  Medical  Practice  Board  and  particu- 
larly make  sure  that  an  executive  director  is 
appointed  by  at  least  July  1,  1992. 

CjWtu d P 

James  P.  Marvel,  Jr.,  M.D. 


"Mom's  the  one  with  Alzheimer's, 
but  we're  the  ones  who  feel  helpless." 

How  often  do  you  have  to  tell  her  what  day  it  is?  How  often 
does  she  forget  her  name?  Or  where  she  is?  Or  who  you  are? 

We  understand  the  anguish  that  caring  for  someone  with 
Alzheimer's  can  put  you  through.  That s why  we  developed 
our  Arcadia  Wing,  a special  partof  our  nursing  center  just  for 
people  with  Alzheimer's  and  related  disorders. 

In  this  sa  fe,  uncomplica  ted  en  vironmen  t,  your  mother  will 
receive  the  24-hour  care  she  needs.  And  she'll  take  part  in  a 
vigorous  daily  schedule  of  activities  designed  to  maintain 
awareness,  encourage  independence,  and  ease  the  trauma  of 
confusion. 

We  will  also  extend  our  care  to  you,  with  family  support 
groups  and  counseling  sessions  to  make  this  difficult  time  a 
little  easier  for  everyone. 

For  more  information  on  our  new  Arcadia  Wing,  plus  a 
free  copy  of  When  Love  Gets  Tough,  a wonderful  book  about 
the  nursing  care  decision,  call.  And  find  out  how  we're 
helping  people  feel  less  helpless  about  Alzheimer's  Disease. 

LEADER 

Nursing  & Rehabilitation  Center 

700  FOL’LK  ROAD  WILMINGTON,  DELAWARE 

302-764-0181  19803 

c 1991  Manor  HealthCare  Corp. 
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993  International  Conference  on  Physician  Health 
. inuary  28-31,  1993.  Scottsdale,  Arizona 

acing  Issues,  Seeking  Solutions.  Advocating  Help 

] ' 1993  International  Conference  on  Physician  Health,  co-sponsored  by  the  American  Medical  Association,  the  Federation  of  State  Medical  Boards, 
tj  Canadian  Medical  Association,  and  the  Federation  of  Medical  Licensing  Authorities  of  Canada  is  scheduled  for  January  28-3 1 , 1 993,  at  the 
j rriott  Mountain  Shadows  Resort  in  Scottsdale,  Arizona.  The  conference  will  provide  a forum  for  practitioners  and  researchers  to  present  recent 
f,  lings  and  innovative  treatment  and  educational  programs  in  the  area  of  physician  health.  This  conference  will  address  a range  of  issues  relative 
l ihysicians,  including  AIDS,  the  HIV  positive  physician,  problems  related  to  aging,  health  promotion  among  physicians,  mental  illness,  physical 
. ibility,  and  substance  abuse  among  physicians.  Possible  topics  for  presentation  include:  incidence  of  health  problems  among  physicians,  the 
: sentation  of  health  problems  by  physicians,  their  treatment,  the  impact  of  disorders  on  physician's  family  and  practice,  medical-legal  implica- 
te is  of  various  disorders,  and  the  impact  of  these  disorders  on  hospital  administrations.  Abstracts  which  address  issues  related  to  these  topics 
r.,  diagnosis  treatment,  rehabilitation),  but  not  dealing  specifically  with  physicians  are  also  welcome. 

jree  types  of  presentations  regarding  these  physician  health  issues  are  invited: 

Poster  Presentations 

! itten  presentations  of  data-based  research,  epidemiological  research,  or  descriptive  papers  regarding  treatment  and  educational  programs. 

Japer  Sessions 

! il  presentation  of  scientific,  data-based  findings  relative  to  topic  of  physician  health. 

Workshops 

lining  or  instructional  presentations,  designed  to  improve  specific  skill  levels  of  persons  who  work  in  the  area  of  physician  health. 

■stracts for  poster  presentations  and  paper  sessions  should  contain  an  introductory  statement  on  the  significance  of  subject  matter, 
scription  of  methods,  results,  and  conclusions  should  follow  the  introductory  statement. 

stracts for  workshops  should  contain  infonnation  on  the  program's  intended  audience,  goals,  teaching  strategies,  and  materials, 
j iluation  data  should  be  summarized. 

jitract  may  not  exceed200  words.  Any  abstrxts  exceeding  that  length  will  be  rejected.  Abstracts  should  be  typed,  double  spaced,  and  mailed 
pt  faxed).  Four  copies  of  the  abstract  should  be  sent,  along  with  one  self-addressed,  stamped  envelope.  All  submissions  must  list  the  primary 
d secondary  authors  and  their  professional  affiliations.  Telephone  number  and  address  of  primary  author  must  also  be  included. 

per  and  Workshop  submissions  should  indicate  any  audiovisual  equipment  that  is  needed. 

Emissions  must  be  received  by  June  15,  1992. 

stracts  will  be  submitted  for  blind  review.  Abstracts  will  be  judged  on  their  applicability  to  the  conference  topic  area  and  their  scientific  merit, 
e decisions  of  the  blind  reviewers  will  be  communicated  to  the  abstract's  primary  author  by  August  1 5, 1992. 

persons  who  have  an  abstract  accepted  for  presentation  at  the  conference  are  expected  to  register  for  the  conference.  We  are  unable  to  reduce 
pstration  fee  for  presenters,  nor  are  we  able  to  provide  any  financial  support  for  presenters.  All  persons  who  attend  the  conference  will  be 
sponsible  for  their  own  transportation  and  hotel  expenses,  as  well  as  making  all  reservations  for  same. 

nd  all  materials  to: 

trick  W.  McGuffin,  PhD,  Department  of  Mental  Health,  American  Medical  Association,  515  North  State  Street,  Chicago,  IL  60610. 
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Wilmington  - 1 701  Augustine  Cut-Off  - Suite  1 00 
Wilmington,  DE  19803 
(302)  652-3016 

Newark  - 325  East  Main  Street,  Newark,  DE  19711 
(302)  737-5990 
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Malignant  Mesothelioma 

Andrew  Himelstein,  M.D. 


CASE  PRESENTATION 

Edwin  Trayner,  M.D. 

The  patient  is  a 62-year-old  white  male  who  was 
referred  to  a pulmonologist  after  the  discovery  of 
a left-sided  pleural  effusion  post  cholecystectomy. 
He  gave  a history  of  dyspnea  on  exertion,  increas- 
ing fatigue  over  several  months,  and  mild  inter- 
mittent right-sided  chest  pain.  He  had  lost  20 
pounds  over  the  precedingfive  months.  He  denied 
headaches,  neurologic  symptoms,  significant 
cough  or  hemoptysis,  abdominal  pain,  or  bony 
pain  other  than  his  mild  right-sided  chest  discom- 
fort. He  also  denied  any  blood  in  the  stools, 
melena,  hematuria  or  urinary  hesitancy. 

A thoracentesis/pleural  biopsy  was  performed. 
The  pleural  fluid  cytology  was  positive  for  malig- 
nancy, thought  to  be  adenocarcinoma.  Due  to 
rapid  recurrence  of  his  effusion  and  symptomatic 
dyspnea  on  exertion,  he  was  referred  for  admis- 
sion. 

The  patient  had  smoked  one  pack  of  ciga- 
rettes per  day  for  44  years.  He  had  had  asbestos 
exposure  for  a limited  time  in  the  remote  past 
while  working  in  a shipyard.  There  was  no  family 
history  of  cancer. 

On  physical  examination, he  appeared  chroni- 
cally ill  but  in  no  acute  distress.  There  were 
diminished  breath  sounds  at  the  left  base  without 
wheezing  or  rhonchi.  On  cardiac  examination 
there  were  no  murmurs,  gallops,  pericardial  fric- 

Dr.  Himelstein  is  a member  of  the  Section  of  Oncology  in  the 
Department  of  Medicine  at  the  Medical  Center  of  Delaware. 

Dr.  Trayner  is  a resident  in  the  Department  of  Medicine  at  the 
Medical  Center  of  Delaware. 


tion  rub,  or  signs  of  tamponade.  Aside  from  a well- 
healed  surgical  scar  in  the  right  upper  quadrant, 
his  abdominal  examination  was  normal,  as  was 
the  remainder  of  the  physical  examination.  On 
chest  x-ray  there  was  slight  elevation  of  the  left 
hemidiaphragm  and  pleural  thickening  through 
the  left  lower  pleural  space.  Chest  CT  showed 
pleural  changes  consistent  with  asbestosis,  a left 
pleural  effusion,  and  left  pleural  thickening.  No 
mediastinal  lymph  nodes  were  noted.  Tine  ab- 
dominal CT  was  without  ascites  or  lymph  nodes. 

Tine  patient  had  a left  pleural  chest  tube 
inserted.  He  was  maintained  on  drainage  until 
his  lungs  were  fully  expanded  and  then  under- 
went sclerosis  therapy  with  tetracycline.  His  pleu- 
ral biopsy  slides  were  reviewed,  and  further  his- 
tochemical  stainingwasperformed.  Special  stains 
included  a negative  CEA,  negative  anti-Leu-Ml, 
negative  mucin  stain,  and  a positive  keratin  stain. 
Tine  staining  pattern  was  consistent  with  the  final 
diagnosis  of  mesothelioma. 

The  patient  obtained  symptomatic  benefit 
from  his  sclerosing  therapy.  He  was  managed 
conservatively  over  the  next  16  months  without 
chemotherapy  and  maintained  a good  perfor- 
mance status  during  most  of  this  time.  Over  the 
last  six  weeks  of  his  life,  he  developed  increased 
respiratory  insufficiency  and  pleuritic  chest  pain. 
He  died  at  home  of  respiratory  failure  under  the 
care  of  hospice. 

DISCUSSION 

Andrew  Himelstein,  M.D. 

Malignant  mesotheliomas  are  relatively  rare  but 
lethal  tumors  of  mesodermal  origin.  They  can 
arise  in  the  pleura,  peritoneum,  pericardium,  or 
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tunica  vaginalis  testis.1  In  this  paper,  the  epide- 
miology, pathogenesis,  clinical  features,  pathol- 
ogy, and  treatment  of  malignant  mesothelioma 
are  reviewed. 

EPIDEMIOLOGY 

Although  mesotheliomas  were  recognized  for  more 
than  a century,  it  was  only  in  1960  that  the 
disease  was  linked  to  asbestos  exposure  in  a group 
of  South  African  asbestos  miners.  An  important 
observation  in  the  initial  study  was  that  people 
who  lived  near  the  mines,  as  well  as  the  miners 
themselves,  were  at  increased  risk  for  meso- 
thelioma.2 

An  estimated  80  percent  of  malignant 
mesotheliomas  occur  as  a result  of  asbestos  expo- 
sure. In  the  remaining  20  percent  of  cases,  the 
disease  is  sporadic  — often  no  excess  asbestos  can 
be  identified  within  the  lung.3  Rarely,  meso- 
thelioma  has  been  seen  followingradiation  therapy 
for  a prior  malignancy  or  in  association  with 
thorium  dioxide,  which  was  once  used  as  radio- 
graphic  contrast.  Zeolites,  which  are  naturally 
occurring  nonasbestos  fibers  found  in  soil  in  some 
parts  of  the  world,  also  appear  to  cause 
mesothelioma.4  Cigarette  smoking  does  not  in- 
crease the  risk  of  developing  mesothelioma.3 

As  an  aside,  lung  cancer  is  rare  in  asbestos 
workers  who  do  not  smoke.  However,  some  stud- 
ies indicate  that  the  risk  of  lung  cancer  in  smokers 
with  asbestos  exposure  is  higher  than  the  risk  in 
smokers  alone  or  in  asbestos  workers  alone.  As- 
bestos exposure  and  cigarette  smoking  may  be 
synergistic  for  lung  cancer  but  not  for  meso- 
thelioma.3 

Persons  in  occupations  in  which  mesothelioma 
risk  is  increased  include  insulation  workers;  those 
who  mine  or  mill  asbestos;  those  who  manufac- 
ture products  from  asbestos;  workers  in  the  heat- 
ing trades,  including  steamfitters,  boilermakers, 
plumbers,  and  welders;  those  in  jobs  requiring 
heat-protective  clothing;  shipyard  workers;  and 
construction  workers,  including  builders,  demoli- 
tion workers,  and  painters.5 

The  concept  of  latency  is  important  in 
mesothelioma.  The  disease  is  diagnosed  on  aver- 
age from  35  to  40  years  after  exposure  to  asbestos. 
Occupational  histories  should  therefore  go  back 
several  decades  when  determining  prior  asbestos 
exposure.3 


PATHOGENESIS 

. 

Asbestos  is  a term  that  describes  six  different 
types  of  hydrated  silica  fibers:  chrysotile,  crocido- 
lite,  amosite,  anthophyllite,  tremolite,  and  actino- 
lite.  Chrysotile  is  a curly  or  serpentine  fiber  and 
is  the  major  type  of  asbestos  produced  worldwide. 
The  remaining  types  are  collectively  termed  am- 
phiboles  and  are  made  up  of  needlelike  fibers.3 
Amphiboles,  although  not  the  major  type  of  asbes- 
tos, cause  most  asbestos-related  mesotheliomas. 
Mesotheliomas  among  those  who  work  with  pure 
chrysotile  fibers  are  relatively  uncommon.  How- 
ever, amphiboles  can  contaminate  chrysotile  and 
increase  the  malignant  potential.2 

How  does  asbestos  cause  mesothelioma?  The 
physical  properties  of  the  fibers,  especially  length 
relative  to  width,  are  more  important  than  the 
chemical  composition.  Indeed,  fibers  made  of 
nonasbestos  materials  but  of  the  same  shape  as 
amphibole  asbestos  cause  mesothelioma  in  labo- 
ratory animals.  Zeolites,  as  mentioned  previously, 
are  nonasbestos  fibers  which  are  associated  with 
an  increased  incidence  of  mesothelioma  in  hu- 
mans. It  appears  that  needlelike  fibers  of  the 
appropriate  length  are  carried  into  the  distal 
portions  of  the  lung  airways.  In  contrast,  serpen- 
tine fibers  do  not  penetrate  as  far  and  can  be 
partially  dissolved  and  then  eliminated  by  lung 
lymphatics  or  ciliary  clearance.2 

Although  much  is  known  about  the  pathogen-  !i 
esis  of  mesothelioma,  the  exact  mechanism  of 
malignant  transformation  is  still  unknown.  Since 
the  needlelike  fibers  persist  in  distal  lung  tissue 
indefinitely,  they  are  eventually  phagocytized  by 
macrophages  with  resultant  generation  of  oxy- 
gen free  radicals  and  elaboration  of  growth  fac- 
tors. One  hypothesis  on  the  mechanism  of  malig- 
nant transformation  is  that  the  free  radicals 
damage  DNA  and  result  in  mutations  or  karyo- 
type changes.2  In  addition,  organic  solvents,  some 
of  which  may  be  carcinogens,  can  adsorb  to  asbes- 
tos fibers  during  processing  and  be  transferred  to 
the  lung.3 

In  laboratory  animals,  there  is  a dose-re-  jl 
sponse  for  developing  mesothelioma  from  asbes- 
tos.3 It  is  not  clear  what  the  minimal  exposure 
level  is  for  development  of  disease  in  human 
beings.  Because  of  its  widespread  use,  more  than 
90  percent  of  city  residents  will  have  asbestos 
bodies  in  their  lungs.5  However,  only  a small 
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fraction  of  these  people  develop  malignant 
mesothelioma. 

Asbestos  is  still  widely  used  in  cement  pipes, 
brake  linings,  insulation,  flooring  and  roofing 
materials,  paper,  plastics,  and  textiles.  It  is  now 
illegal  to  spray  asbestos  onto  buildings  as  an 
insulator  and  fire  retardant,  although  this  prac- 
tice was  once  common.  As  mentioned,  the  serpen- 
tine asbestos  chrysotile  accounts  for  most  of  the 
uses  described,  but  to  what  degree  it  is  contami- 
nated by  amphiboles  is  unclear.3 

CLINICAL  MANIFESTATIONS 

There  are  an  estimated  2,200  cases  of  malignant 
mesothelioma  diagnosed  annually  in  the  United 
States.4  Compared  to  lung  cancer,  which  for  1992 
is  estimated  to  be  diagnosed  in  168,000  people,6 
mesothelioma  is  rare.  Men  are  more  commonly 
affected  than  women,  with  an  average  male:female 
ratio  of  4:1. 7 The  mean  age  at  diagnosis  is  in  the 
late  50s,  but  the  age  at  presentation  can  range 
from  childhood  to  old  age.  About  two-thirds  of 
patients  present  between  the  ages  of  50  and  70. 1 

The  majority  of  patients  with  malignant 
mesothelioma  present  with  pleural  primaries.  Of 
180  mesothelioma  patients  in  the  Dana-Farber 
Cancer  Institute  tumor  registry  over  a 20-year 
period,  75  percent  presented  with  primary  pleu- 
ral disease,  21  percent  with  peritoneal  disease,  3 
percent  with  pericardial  disease,  and  1 percent 
with  testicular  disease.8 

Ruffie  retrospectively  reviewed  the  clinical 
features  in  over  300  Canadian  patients  with  ma- 
lignant pleural  mesothelioma  (Table  1).  Ninety 
percent  presented  with  dyspnea,  chest  pain,  or 
both.  Weight  loss  was  seen  in  about  one-third  of 
patients.  Other  symptoms,  such  as  cough,  weak- 
ness, or  fever  were  uncommon.  Hemoptysis, 
dysphagia,  and  hoarseness  were  rare  on  presen- 
tation. Although  the  onset  of  symptoms  in  most 
patients  was  insidious,  22  had  acute  presenta- 
tions: nine  with  spontaneous  pneumothorax  and 
13  with  hemothorax.  Only  3 percent  of  patients 
had  no  symptoms  but  were  found  to  have  an 
effusion  on  routine  chest  x-ray.7 

Eighty-four  percent  of  the  patients  Ruffie 
reviewed  had  large  pleural  effusions  (Table  2). 
Slightly  more  than  half  of  the  effusions  were 
right-sided;  3 percent  were  bilateral.  The  slight 


Dyspnea 

28% 

Chest  pain 

33% 

Dyspnea  and  chest  pain 

29% 

Weight  loss 

29% 

Fever 

3% 

Asymptomatic 

3% 

Table  1.  Presenting  symptoms 
mesothelioma  patients.7 

in  pleural 

Pleural  effusions 

84% 

Right 

55% 

Left 

42% 

Bilateral 

3% 

Thrombocytosis 

41% 

Clubbing 

1% 

Table  2.  Presenting  signs  in 
thelioma  patients.7 

pleural  meso- 

right-sided  predominance  may  be  related  to  the 
anatomy  of  the  bronchial  tree.7  The  right  lower 
lobe  bronchus  lies  essentially  in  a straight  line 
from  the  trachea;  this  may  facilitate  the  penetra- 
tion of  fibers  into  the  distal  airways  of  the  right 
lung.1 

Hematologic  abnormalities  are  also  common 
in  patients  with  malignant  mesothelioma  of  the 
pleura.  In  Ruffe’s  series,  41  percent  of  patients 
had  platelet  counts  of 400,000  or  greater.  Autoim- 
mune hemolytic  anemia,  thrombosis,  pulmonary 
embolism,  and  phlebitis  occurred  in  4 percent. 
Clubbing  was  rare,  as  were  paraneoplastic  syn- 
dromes such  ashypercalcemia  and  hypoglycemia.7 

The  natural  history  of  pleural  malignant 
mesothelioma  is  characterized  in  early  stages  of 
the  disease  by  recurrent  pleural  effusions.  The 
tumor  eventually  obliterates  the  pleural  space, 
and  the  effusion  loculates  or  disappears.  Dyspnea 
progresses,  but  hypoxemia  does  not  improve  with 
supplemental  oxygen  because  of  shunting  to  the 
unventilated  lung.  The  local  tumor  invades  the 
ribs,  causing  pain;  the  esophagus,  causing 
dysphagia;  the  vertebral  bodies,  causing  cord 
compression;  the  nerves,  causing  brachial 
plexopathy  and  Horners  syndrome;  and  the  cen- 
tral vessels,  causing  superior  vena  cava  syn- 
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drome.  Local  seedingofthoracentesis  sites,  chest- 
tube  tracts,  or  thoracotomy  incisions  results  in 
the  growth  of  painful  masses  in  about  10  percent 
of  patients.  Mesothelioma  can  also  invade  through 
the  diaphragm  into  the  peritoneum  in  advanced 
disease.  Death  occurs  by  respiratory  failure,  small 
bowel  obstruction , inanition , or  arrhy thm ias from 
pericardial  or  myocardial  invasion.9 

Although  typically  regarded  as  a local  dis- 
ease, pleural  malignant  mesothelioma  can  metas- 
tasize hematogenously.  Distant  sites  of  disease 
are  often  clinically  silent.  Liver,  adrenal,  and 
kidney  metastases  have  been  reported  in  autopsy 
series.1,10 

The  peritoneum  is  the  second  most  common 
site  of  presentation  in  mesothelioma.  In  one  se- 
ries, all  patients  with  peritoneal  mesothelioma 
presented  with  abdominal  pain,  increasing  ab- 
dominal girth,  or  an  abdominal  mass.  Fever  was 
seen  in  20  percent  of  patients  and  appeared  to  be 
unrelated  to  infection.  As  in  pleural  mesothelioma, 
patients  with  peritoneal  disease  can  have  hema- 
tologic abnormalities:  20  percent  in  this  series 
had  disseminated  intravascular  coagulation, 
Coombs  positive  hemolytic  anemia,  pulmonary 
embolism,  or  phlebitis.11  On  physical  examina- 
tion, 90  percent  of  patients  will  have  evidence  of 
ascites.  A palpable  abdominal,  rectal,  or  pelvic 
mass  is  common.12  The  disease  usually  progresses 
locally,  spreading  throughout  the  peritoneal  cav- 
ity and  invading  abdominal  organs.  It  can  also 
invade  superiorly  through  the  diaphragm  to  in- 
volve the  chest  and  mediastinum.13  Death  occurs 
by  inanition  and  bowel  obstruction.'1 

Cystic  mesothelioma,  a rare  variant  of  perito- 
neal mesothelioma,  should  also  be  mentioned. 
Most  cases  have  been  reported  in  women  who 
presented  with  a multicystic  pelvic  mass.  The 
mesothelial  origin  of  the  cells  lining  the  cysts  has 
been  confirmed  by  electron  microscopy.  Follow- 
ing surgical  resection  of  the  disease,  patients  have 
had  a good  prognosis,  in  marked  contrast  to  the 
usual  course  with  peritoneal  mesothelioma.14 

Patients  with  primary  pericardial  meso- 
thelioma present  with  chest  pain  and  features  of 
congestive  heart  failure  or  cardiac  tamponade.1 
Chest  x-rays  reveal  an  enlarged  cardiac  silhou- 
ette and  pleural  effusions  in  one-third  of  patients. 
The  electrocardiogram  often  shows  ST  and  T 
wave  changes  suggestive  of  pericarditis.  Because 
it  is  a deadly  disease  and  pericardial  fluid  cytology 
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is  often  negative,  the  diagnosis  of  primary  malig- 
nant mesothelioma  of  the  pericardium  is  often  not 
made  until  autopsy.15 

Malignant  mesothelioma  of  the  tunica 
vaginalis  testis  is  a rare  form  of  the  disease,  with 
only  25  cases  having  been  reported.  Mesodermal 
tissue  in  this  region  originates  from  folds  of  peri- 
toneum over  the  genital  tracts.  Patients  may 
present  with  a hydrocele  or  hernia,  although  a 
mass  can  usually  be  identified  as  well.  Orchiectomy 
has  been  used  as  the  diagnostic  and  therapeutic 
procedure  of  choice.  Tunica  vaginalis  testis 
mesotheliomas  tend  to  behave  less  aggressively 
than  peritoneal  mesotheliomas,  but  intra-abdomi-  j 
nal  recurrences  have  been  noted.16 

A benign  or  localized  fibrous  mesothelioma 
has  also  been  reported.  This  often  presents  as  a 
single  pedunculated  mass  arising  from  the  vis- 
ceral pleura,  is  not  associated  with  asbestos  expo- 
sure, and  is  more  common  in  women  than  in  men. 
Although  called  “benign,”  about  10  percent  of 
patients  can  die  from  locally  aggressive  disease. 
Many  patients,  however,  can  be  cured  by  sur- 
gery.4 

DIAGNOSIS 

Malignant  mesothelioma  can  be  a very  difficult 
diagnosis  to  prove  for  several  reasons.  First,  when 
adenocarcinomas  of  the  breast,  ovary,  stomach, 
kidney,  or  prostate,  which  are  more  common  than 
mesothelioma,  metastasize  to  the  pleura  or  peri- 
toneum, they  can  be  clinically  indistinguishable 
from  malignant  mesothelioma.4  Second,  test  re- 
sults are  often  nonspecific  or  negative  even  with 
active  malignant  mesothelioma.17  In  pleural 


pH 

7.22 

PF/S  glucose 

0.64 

PF/S  LDH 

3.21 

Protein 

4.3  gm/dl 

WBC 

1,617  per  cu.mm. 

RBC 

56,363  per  cu.mm. 

Table  3.  Pleural  fluid  analysis  in  26  patients 

with  mesothelioma.18  PF/S 
serum  ratio. 

= pleural  fluid  to 
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mesothelioma,  pleural  fluid  analysis  is  usually 
nonspecific;  thoracentesis  almost  always  yields 
an  exudative  serosanguinous  fluid  with  no  dis- 
tinctive features  (Table  3).18 

Hyaluronic  acid  levels  in  pleural  fluid  and  in 
serum  have  been  reported  to  be  elevated  in  malig- 
nant  mesothelioma.  However,  a recent  study  dem- 
onstrated elevated  levels  of  hyaluronic  acid  in 
patients  with  other  diseases,  including  benign 
asbestosis  effusions,  congestive  heart  failure,  and 
metastatic  breast  and  lung  cancers.19 

Pleural  fluid  cytology  is  often  negative.  In  one 
series,  malignant  cells  were  found  in  only  one- 
third  of  patients.  The  diagnosis  was  made  in  only 
10  percent  of  patients  based  on  pleural  fluid 
cytology  alone.  Even  repeated  thoracenteses  may 
not  yield  the  diagnosis.17 

Needle  biopsies  of  the  pleura  yield  the  diagno- 
sis only  one-third  of  the  time,  probably  in  part 
because  of  the  patchy  nature  of  the  disease.  Com- 
puterized tomography  of  the  pleura  and  chest 
allow  an  increased  yield  through  directed  biop- 
sies. Open  biopsy  at  the  time  of  thoracotomy 
yielded  the  diagnosis  in  90  percent  of  patients  in 
one  series.17  Thoracoscopy  with  direct  visualiza- 
tion and  biopsy  of  the  pleural  space  also  appears 
to  be  useful  diagnostically.  Bronchoscopy  should 
be  considered  to  rule  out  endobronchial  lesions, 
which  are  rare  in  mesothelioma  but  would  sug- 
gest instead  a bronchogenic  carcinoma  with  ac- 
companying effusion.  An  elevated  serum 
carcinoembryonic  antigen  (CEA)  level  may  also 
suggest  adenocarcinoma  rather  than  meso- 
thelioma.'1 

As  in  pleural  mesothelioma,  the  diagnosis  of 
peritoneal  mesothelioma  often  cannot  be  made  by 
examination  of  ascitic  fluid.  Peritoneoscopy  with 
biopsy  or  laparotomy  with  biopsy  are  often  re- 
quired.4 

PATHOLOGY 

There  are  three  main  pathologic  subtypes  of  ma- 
lignant mesothelioma:  epithelial,  mixed,  and 
sarcomatous.  In  Ruffle’s  retrospective  series,  epi- 
thelial accounted  for  at  least  50  percent.7 

By  light  microscopy,  epithelial  mesothelioma 
can  be  difficult  to  distinguish  from  metastatic 
adenocarcinoma.  Electron  microscopy  can  be  used 
to  identify  ultrastructural  features  typical  of  cells 
of  mesothelial  origin  such  as  tonofilaments  and 


microvilli,  features  not  found  in  adenocarcinoma 
cells.4 

Histochemical  stains  can  be  helpful,  but  no 
stain  has  been  found  that  positively  identifies 
mesothelioma  cells.  Many  but  not  all  adenocarcino- 
mas contain  neutral  intracellular  mucin;  stains 
such  as  periodic  acid-Schiff  (PAS)  before  and  after 
diastase  digestion  can  thus  diagnose  adenocarci- 
noma. A negative  mucin  stain,  however,  does  not 
rule  out  adenocarcinoma.17 

Immunohistochemical  stains  can  also  be  use- 
ful in  the  diagnosis  of  malignant  mesothelioma. 
Although  immunoperoxidase  detection,  using 
monoclonal  antibodies  against  keratin  proteins, 
is  strongly  reactive  in  most  mesotheliomas,  to 
date  no  antibody  has  been  isolated  that  uniquely 
and  positively  identifies  malignant  mesothelioma 
cells.  Anti-vimentin,  an  antibody  to  an  intermedi- 
ate structural  fdamentfound  in  many  cells,  in  one 
series  stained  80  percent  of  epithelial  meso- 
thelioma cells  and  100  percent  of  mixed  and 
sarcomatous  mesothelioma  cells.20  However,  anti- 
vimentin  also  stains  normal  mesenchymal  cells, 
which  may  be  an  integral  part  of  a pleural-based 
tumor.  In  the  same  series,  anti-CEA  stained  95 
percent  of  lung  adenocarcinomas  but  no  malig- 
nant mesotheliomas.  The  use  of  a combination  of 
immunohistochemical  stains,  including  anti- 
vimentin,  human  milk  fat  globulin  antibody,  anti- 
CEA,  and  anti-Leu-Ml  (an  antibody  which  reacts 
with  Reed-Sternberg  cells  and  with  some  other 
carcinomas)  allowed  the  distinction  of  50  pleural 
malignant  mesothelioma  specimens  from  25  lung 
adenocarcinoma  specimens  by  immunohistochem- 
istry  alone.20  This  approach  seems  promising  but 
needs  to  be  further  substantiated. 

Distinguishing  sarcomatous  mesothelioma 
from  benign  pleural  fibrosis  can  be  very  difficult 
histologically,  unless  areas  of  invasion  into  muscle 
are  identified  in  the  biopsy  specimen.  Immuno- 
peroxidase stains  are  not  useful  in  this  setting. 
Soft  tissue  sarcomas  occasionally  involve  the  pleura 
and  resemble  sarcomatous  mesothelioma  mor- 
phologically. Cytokeratin  positively  stains 
mesothelioma  cells  but  not  soft  tissue  sarcoma 
cells,  allowing  these  two  possibilities  to  be  sepa- 
rated.17 If  both  epithelial  and  sarcomatous  ele- 
ments are  found  in  the  same  biopsy  material,  the 
histology  is  termed  “mixed”  and  is  felt  to  be 
pathognomonic  for  mesothelioma.4 
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STAGING 

Several  staging  systems  have  been  devised  for 
malignant  mesothelioma.  One  commonly  used 
system  divides  patients  into  four  groups:1 

Stage  I Tumor  is  confined  to  the  ipsilat- 
eral  pleura  and  lung  or  is  con- 
fined to  the  peritoneal  cavity. 

Stage  II  Tumor  involves  the  chest  wall, 
mediastinum,  pericardium,  or 
contralateral  pleura. 

Stage  III  Tumor  involves  both  the  chest 
and  abdomen  or  involves  lymph 
nodes  outside  the  chest  or  abdo- 
men. 

Stage  IV  Hematogenous  metastases  are 
present. 

In  one  series,  half  of  the  patients  presented 
with  Stage  II  disease,  25  percent  with  Stage  III 
disease,  and  4 percent  with  distant  metastases. 
Only  18  percent  presented  with  truly  localized 
Stage  I disease.17  Neither  this  staging  system  nor 
others  appear  to  have  predictive  value  in  terms  of 
survival.9 

The  prognosis  for  patients  with  malignant 
mesothelioma  is  grim.  Median  survivals  for 
untreated  patients  with  pleural  mesothelioma 
range  from  four  to  18  months.17  For  patients  with 
untreated  peritoneal  mesothelioma,  the  median 
survivals  are  even  shorter,  ranging  from  four  to 
12  months.4  Pericardial  mesothelioma  is  fatal  in 
half  of  affected  patients  in  under  six  months.15 

TREATMENT 


As  of  1992,  there  is  no  “standard”  therapy  for 
malignant  mesothelioma.  Studies  thathave  looked 
at  various  treatments  for  mesothelioma  have  had 
multiple  limitations:  the  number  of  patients  stud- 
ied is  usually  small,  patients  are  treated  at  a 
single  institution,  and  many  studies  are  retro- 
spective. Survival  is  often  the  endpoint,  but  some 
studies  do  not  clarify  whether  survival  is  mea- 
sured from  the  onset  of  symptoms,  the  time  of 
diagnosis,  or  the  time  when  therapy  is  initiated. 
Controls  and  randomization  may  be  lacking,  and 
patients  frequently  receive  multiple  treatment 
modalities,  making  the  contribution  of  any  indi- 
vidual treatment  difficult  to  assess.17 

Response  to  treatment  can  be  difficult  to 
measure.  Until  the  advent  of  CT  scanners,  re- 
sponse was  assessed  by  clinical  parameters  and 


chest  x-rays.  An  improvement  on  x-ray  could 
mean  shrinkage  of  tumor,  reduction  of  effusion  or 
both.  With  CT  scans,  tumor  masses  can  be  mea- 
sured directly  and  response  to  treatment  more 
precisely  ascertained.4 

Three  major  treatment  modalities  have  been 
used  individually:  surgery,  radiation  therapy, 
and  chemotherapy.  In  combined  modality  therapy, 
these  are  often  performed  sequentially.  Finally, 
clinical  trials  employing  new  drugs  or  novel  tech- 
niques are  currently  ongoing. 

Two  major  surgical  procedures  are  used  to 
treat  pleural  malignant  mesothelioma:  extra-pleu- 
ral pneumonectomy  and  pleurectomy/decortica- 
tion.  Extrapleural  pneumonectomy  is  a major 
operation  that  involves  en  bloc  resection  of  pari- 
etal and  mediastinal  pleura,  lung,  hemidia- 
phragm,  and  ipsilateral  pericardium.  Operative 
mortality  has  been  high,  ranging  from  6 to  30 
percent.  The  goal  is  curative  resection.  In  con- 
trast, pleurectomy/decortication  ispalliative  since  1 
residual  disease  remains.  Pleurectomy/decortica-  1 
tion  may  reduce  pain  and  recurrence  of  pleural 
effusions,21  but  some  feel  that  appropriate  use  of 
analgesics  may  be  as  effective  as  surgery  for  pain 
control.4 

TheLungCancer  Study  Group  recently  looked 
at  the  role  of  extrapleural  pneumonectomy  as  a 
single-modality  treatment  for  pleural  meso- 
thelioma. Only  patients  with  Stage  I or  Stage  II 
disease  (confined  to  one  hemithorax)  who  were 
expected  to  have  adequate  postoperative  pulmo- 
nary function,  and  had  no  other  major  medical 
problems  underwent  extrapleural  pneumonec- 
tomy. Twenty  of  83  enrolled  patients  met  the 
criteria  for  the  extensive  surgery.  Those  who  did 
not  were  treated  either  with  limited  surgery  with 
or  without  additional  therapy  or  with  nonsurgical 
treatment.  There  was  no  difference  in  overall 
survival  between  those  treated  “for  cure”  with 
extrapleural  pneumonectomy  and  those  treated 
with  limited  or  no  surgery.21 

In  peritoneal  mesothelioma,  disease  is  usu- 
ally too  extensive  for  complete  resection.  Surgery  1 
as  a single  modality  can  be  used  to  treat  bowel 
obstruction  or  recurrent  cystic  mesothelioma.4 

Radiotherapy  has  been  attempted  by  exter- 
nal beam,  intracavitary  instillation  of  radioactive 
gold  or  phosphorus  colloids,  and  by  intracavitary 
implants.  Although  anecdotal  reports  of  long- 
term survival  can  be  found,  radiation  alone  prob- 
ably does  not  significantly  improve  survival  for 
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most  patients  with  mesothelioma.  Temporary 
oalliation  can  be  achieved.  Radiation  is  useful  in 
creating  painful  nodules  that  develop  along  bi- 
opsy tracts  or  thoracotomy  incisions.  Radiation 
may  also  be  useful  in  reducing  the  effusion  in 
pericardial  mesothelioma.4 

Various  chemotherapy  agents  alone  or  in 
combinationhavebeenusedagainstmesothelioma. 
Active  drugs  include  Adriamycin,  cyclophospha- 
mide, methotrexate,  5-fluorouracil,  and  5- 
azacytidine.  When  used  alone,  Adriamycin  has  a 
response  rate  of  20  percent.  When  Adriamycin  is 
combined  with  cyclophosphamide  and  vincristine, 
this  increases  to  33  percent.  Again,  anecdotal 
reports  of  long-term  survivors  can  be  found.4 

Several  recent  reports  have  shown  that  com- 
bined modality  therapy  benefits  selected  patients 
with  mesothelioma.  In  one  study,  10  patients  with 
peritoneal  mesothelioma  were  treated  with  vari- 
ous regimens  which  combined  surgery,  intrave- 
nous and  intraperitoneal  chemotherapy,  and 
whole  abdominal  radiation.  The  six  patients  who 
(received  all  three  treatments  had  prolonged  sur- 
vivals, with  one  patient  living  for  79  months;  the 
four  who  had  chemotherapy  alone  or  in  combina- 
tion with  radiation  died  within  15  months  of 
diagnosis.  It  is  important  to  note  that  the  patients 
!i  in  this  study  were  young:  eight  of  the  10  were 
between  the  ages  of  27  and  40.  The  oldest  patient 
was  5S.22 

In  another  study,  31  patients  with  pleural 
mesothelioma  were  treated  with  extrapleural 
pneumonectomy.  Following  surgery,  26  received 
chemotherapy  with  Adriamycin,  cyclophospha- 
mide, and  in  some,  cisplatinum.  The  number  of 
patients  who  received  radiation  was  not  specified 
in  the  report.  The  overall  survival  was  48  percent 
at  two  years.  The  operative  mortality  was  6 per- 
cent.23 

Both  of  these  studies  are  retrospective  and 
were  carried  out  on  small  numbers  of  patients  at 
single  institutions.  Treatment  plans  were  far 
from  uniform  for  all  patients.  Nonetheless,  these 
results  seem  encouraging.  However,  Pisani  sur- 
veyed the  results  of  various  treatments  for  malig- 
nant mesothelioma,  including  extrapleural 
pneumonectomy,  palliative  resection,  external 
beam  radiation,  implantation  radiation,  Adria- 
mycin-containing  chemotherapy,  non-Adriamy- 
cin-containing chemotherapy,  and  multimodality 
therapy  and  found  that  the  median  survival  re- 
ported was  only  21  months,  not  a great  improve- 


ment over  supportive  care  only,  in  which  the 
median  survival  was  18  months.17 

Participation  in  clinical  trials  is  another  op- 
tion for  patients  with  malignant  mesothelioma. 
There  are  currently  12  ongoing  trials  which  em- 
ploy new  chemotherapy  drugs,24  new  combina- 
tions of  chemotherapy,  combined  modality 
therapy,  and  novel  therapeutic  procedures.  The 
Medical  Center  of  Delaware  is  a member  of  the 
Cancer  and  Leukemia  Group  B,  a National  Can- 
cer Study  Group,  and  is  currently  participatingin 
a trial  of  dihydro-5-azacytidine,  a 5-azacytidine 
derivative,  in  combination  with  cisplatinum.  It  is 
hoped  that  new  treatments  offered  on  study  will 
prove  more  effective  than  therapies  currently  in 
use. 

QUESTIONS 

A physician:  Median  survival  as  a measure  of 
therapeutic  success  can  be  misleading,  particu- 
larly when  initial  therapies  have  a significant 
morbidity  and  mortality  rate.  Do  any  of  these 
combined  modality  approaches  have  a tail  on  the 
survival  curve  that  is  significant  enough  to  indi- 
cate that  it  is  at  least  partially  successful  in 
treatment? 

Dr.  Himelstein:  The  longest  survivor  in  the 
peritoneal  series  in  which  the  treatment  modali- 
ties were  combined  was  79  months.  That  was  one 
patient  out  of  10.  There  are  anecdotal  reports  of 
long-term  survivors  with  radiation  therapy  alone, 
with  chemotherapy  alone,  and  with  surgery  alone. 
The  longest  reported  survivor  with  the  disease 
that  I saw  in  the  literature  is  16  years,  but  in  the 
majority  of  patients,  these  approaches  are  prob- 
ably not  useful  and  should  not  be  undertaken 
outside  a clinical  study  setting. 

Dr.  Stephen  Grubbs:  The  new  trial  using 
dihydro-5-azacytidine  came  out  of  the  clinical 
research  done  here  at  the  Medical  Center  of 
Delaware.  That  was  a Phase  II  study  drug  about 
three  years  ago,  and  we  had  the  first  patient  who 
demonstrated  a clinical  response  to  the  drug.  The 
strategy  in  the  Cancer  and  Leukemia  Group  B,  of 
which  we  are  members,  is  as  follows:  there  are 

Dr.  Grubbs  is  a member  of  the  Section  of  Oncology  in  the 
Department  of  Medicine  at  the  Medical  Center  of  Delaware 
and  an  Instructor  of  Medicine  at  Jefferson  Medical  College. 
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several  institutions  in  the  group  in  areas  where 
asbestos  exposure  is  high,  including  the  Medical 
Center,  the  Dana  Farber,  the  Chicago  group,  and 
groups  in  Maryland  and  New  York.  In  all  these 
areas,  there  are  shipbuilding  yards.  We  see  a fair 
amount  of  asbestos-related  disease  compared  to 
other  areas  of  the  country.  Our  strategy  is  to 
continue  to  look  at  combinations  of  Phase  II 
agents  in  series  of  trials  looking  for  response 
rates.  So  far,  we  are  at  the  fourth  level  of  studies 
here,  with  dihydro-5-azacytidine  being  the  only 
drug  that  has  yielded  a response  in  terms  of 
shrinkage  of  the  tumor. 

A physician:  How  many  malignant  mesothelio- 
mas do  we  see  here  per  year? 

Dr.  Berkowitz:  Approximately  10  per  year  as  of 
five  years  ago,  but  the  incidence  has  been  increas- 
ing steadily  since  then. 

Dr.  Grubbs:  In  the  trials,  the  problem  is  getting 
a patient  who  ishealthy  enough,  yet  symptomatic 
enough  to  treat.  The  patient  presented  today  was 
my  patient.  He  did  very  well  with  supportive  care 
alone.  That  has  always  been  one  of  my  dilemmas: 
who  do  I want  to  expose  to  potentially  toxic  drugs 
when  the  response  rate  is  so  low? 

Dr.  Guarino:  Since  it  is  such  a rare  disease  it  is 
very  difficult  for  one  person  to  make  a statement 
about  treatment.  Your  opinion  is  liable  to  be 
colored  by  what  your  last  experience  was.  That  is 
why  the  national  study  groups  are  the  only  way  to 
answer  questions  about  treatment. 

Dr.  Himelstein:  That  was  well  demonstrated 
when  extrapleural  pneumonectomy,  which  had 
been  advocated  strongly  by  some,  was  looked  at 
by  the  Lung  Cancer  Study  Group.  The  study  did 
not  demonstrate  increased  survival  with  the  op- 
eration, which  has  a high  mortality  and  morbid- 
ity. 

Dr.  Berkowitz  is  the  Chief,  Section  of  Oncology  in  the  Depart- 
ment of  Medicine  at  the  Medical  Center  od  Delaware  and  a 
Clinical  Assistant  Professor  of  Medicine  at  Jefferson  Medical 
College. 

Dr.  Guarino  is  a member  of  the  Section  of  Oncology  in  the 
Department  of  Medicine  at  the  Medical  Center  of  Delaware 
and  an  Instructor  of  Medicine  at  Jefferson  Medical  College. 
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A physician:  How  many  patients  are  necessary  [ 
to  be  entered  into  a trial  in  order  to  determine 
worthwhile  information? 

Ijs 

Dr.  Grubbs:  With  Phase  II  agents,  if  14  patients 
are  treated  without  a response,  you  quit.  You 
know  that  if  there  has  been  no  response  with  14 
patients,  using  the  drug  in  additional  patients 
will  not  be  able  to  demonstrate  a response  rate.; 
Our  patient  in  Wilmington  was  number  12  on  the 
list  of  patients  receiving  dihydro-5-azacytidine. 
Previously,  there  had  been  no  responses,  but  our 
patient  responded  beautifully.  A large  nodule 
along  a thoracentesis  tract  shrunk  considerably 
after  therapy.  When  this  happened,  the  study 
was  opened  up  for  a longer  period  of  time,  andi 
other  responses  were  noted. 

A physician:  How  do  the  asbestos  fibers  get  into 
the  peritoneum  or  into  the  testicle? 

Dr.  Himelstein:  The  tunica  vaginalis  testis  is  an 
extension  of  the  peritoneal  lining,  which  invagi- 
nates  around  the  testicles.  Asbestos  fibers  may  be 
coughed  up  and  then  swallowed.  I am  not  sure  of 
what  the  mechanism  of  transfer  to  the  perito- 
neum is  thereafter. 

A physician:  Are  these  clinical  trials  random-  ! 
ized? 

Dr.  Grubbs:  These  are  unrandomized  trials. 
Everyone  gets  the  same  treatment. 

Dr.  Himelstein:  Even  the  Lung  Cancer  Study 
Group  extrapleural  pneumonectomy  trial  was  i 
nonrandomized.  The  surgeons  set  their  own  crite- 
ria for  surgery.  In  this  study,  presumably  the 
healthiest  patients  were  chosen  for  surgery,  yet  j 
there  was  no  difference  in  mortality  between 
surgery  and  other  forms  of  therapy. 

Dr.  Grubbs:  That  is  a good  question  when  look- 
ing at  the  response  rates.  The  patients  in  oui 
current  studies  are  highly  selective. 

A physician:  Since  there  is  very  little  asbestos 
being  used  anymore,  in  50  years,  the  disease  will 
be  gone. 
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Dr.  Himelstein:  Asbestos  is  still  widely  used. 
One  public  health  concern  is  that  it  is  used  in  the 
cement  that  goes  into  our  water  mains.  There  is 
still  widespread  use  of  asbestos  because  it  is 
lightweight  and  cheap,  yet  effective  as  an  insula- 
tor and  fire  retardant.  No  one  is  allowed  to  spray 
it  on  buildings,  however.  The  industrial  controls 
and  safety  precautions  have  improved.  It  wasn’t 
until  1972,  though,  that  the  industry  required  its 
workers  to  change  their  clothes  and  shower  at 
work  to  prevent  the  transmission  of  asbestos 
fibers  to  their  homes. 

A physician:  It  is  important  to  note  that  almost 
any  nonsoluble  fiber  of  this  size  is  a potential 
carcinogen. 

Dr.  Himelstein:  As  I mentioned,  zeolites,  which 
are  found  in  the  soil  in  Turkey  and  other  parts  of 
the  world,  are  sprayed  onto  buildings  in  these 
areas.  The  incidence  of  mesothelioma  in  these 
regions  is  much  higher  than  expected. 

A physician:  Should  early  pleurodesis  with  tet- 
racycline be  undertaken  to  prevent  seeding  of 
thoracentesis  tracts  from  multiple  thoracenteses? 

Dr.  Himelstein:  There  is  no  effective  way  to 
prevent  such  seeding.  With  the  natural  history  of 
mesothelioma,  the  need  for  repeated  thoracenteses 
diminishes  over  time  as  the  pleural  space  is 
obliterated  by  tumor. 

Dr.  Grubbs:  Tetracycline  is  no  longer  available 
for  sclerosis.  It  is  an  “orphan  drug”  - not  made  any 
more.  The  alternative  is  to  use  bleomycin.  Chest 
surgeons  occasionally  use  doxycycline,  although 
it  may  not  be  effective  for  this  purpose.  Bleomycin 
is  the  only  other  drug  which  has  a track  record  for 
pleurodesis. 
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SCIENTIFIC  ARTICLE 


Sensory  Symptoms  of  Multiple  Sclerosis 
May  Be  Clues  to  Causation: 

Review  and  a Hypothesis 

Dewey  A.  Nelson,  M.D.,  F.A.C.P. 


Abstract 

Sensory  signs  and  symptoms  occur  in  75  percent 
of  patients  with  multiple  sclerosis  (MS),  ranking 
second  to  coordination  defects.  After  intensive 
research  into  MS  began  in  the  1930s,  most  atten- 
tion was  devoted  to  central  nervous  system  demy- 
elination.  Some  studies  were  done  on  peripheral 
nerve,  but  none  on  the  sensory  ganglia  of  the  cord 
or  brain.  An  original  and  thus  far  uninvestigated 
hypothesis  is  presented  here  that  an  unidentified 
organism  might  reside  and  multiply  in  various 
dorsal  root  and  cranial  sensory  ganglia  (DRG). 
This  review  summarizes  the  sensory  signs  and 
symptoms  of  multiple  sclerosis,  traces  the  embry- 
ology and  physiology  of  DRG,  and  describes  the 
present  day  research  status  of  human  demyelina- 
tion  produced  by  a number  of  viral  infections.  If 
the  infectious  agent  for  MS  exists  in  a latent  state 
in  the  DRG,  low  spinal  fluid  viral  titers  and 
sporadic  cultures  of  certain  viruses  might  be  ex- 
plained by  the  occasional  contact  of  spinal  and 
cranial  sensory  ganglia  with  spinal  fluid  flow. 
Research  techniques  available  to  test  the  hypoth- 
esis are  as  follows:  various  heating  reactions  and 
evoked  potential  testing  of  patients,  and  viral 
hybridization-transcription  techniques  applied  to 
DRG  obtained  at  autopsy. 

The  “Decade  of  the  Brain”  became  law  on  July 
25, 1989,  when  PresidentBush  signed  JointHouse 
Resolution  174. 1 The  forward  looking  declaration 
calls  upon  citizens  and  scientists  alike  to  dedicate 
themselves  for  the  next  ten  years  to  the  task  of 
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eliminating  various  neuropsychiatric  diseases  that 
decimate  many  populations.  High  on  the  list  is 
multiple  sclerosis  (MS),  the  subject  of  a new  hy- 
pothesis presented  here.  It  is  that  the  dorsal  roots 
and  cranial  sensory  ganglia  (DRG)  might  be  the 
neuronal  sanctuary  in  which  a putative  MS  infec- 
tious agent  lies  concealed.  This  present  thesis  may 
seem  untenable  because  dorsal  root  and  cranial 
ganglia  are  usually  classified  as  part  of  peripheral 
nerve,  whereas  MS  is  known  to  be  a disease  of 
myelin  of  the  central  nervous  system.  Naturally, 
most  research  has  been  centered  there.  Surpris- 
ingly, peripheral  nerve  in  MS  patients  has  been 
fairly  well  researched,  whereas  sensory  roots  and 
DRG  have  been  overlooked.  Studies  of  cranial  and 
sensory  ganglia  might  open  up  new  research 
opportunitiesforthefollowingreasons:  1.  Sensory 
manifestations  of  MS  have  been  known  to  neu- 
rologists from  the  time  they  were  first  described  in 
1872  by  Charcot.2  2.  75  percent  of  patient  exami- 
nations will  yield  puzzling  sensory  signs  that 
suggest  some  type  of  involvement  somewhere  in 
the  sensory  system.3'5  3.  Routine  neurological  ex- 
aminations often  suggest  overlooked  peripheral 
nerve  origins  of  signs  and  symptoms. 

The  originality  of  thishypothesis  was  checked 
by  the  author  going  over  the  literature  of  the  last 
two  years  by  two  library  computer  reviews 
(Medline),  by  inquiries  to  Dr.  Stephen  C.  Reingold, 
the  National  Multiple  Sclerosis  Society’s  Director 
of  Research,  by  contacts  with  six  virologists  inter- 
ested in  the  etiology  of  MS,  and  by  correspondence 
with  several  departmental  chairmen  whose  re- 
search interests  are  primarily  in  MS.  All  who  were 
queried  stated  DRG  have  not  been  investigated. 

MS  is  widespread,  with  a prevalence  in  the 
United  States  of  250,000,  and  an  incidence  of 
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10,000/yr.  Worldwide,  there  are  over  2,000,000 
patients.  Since  1965,  the  epidemiologic  studies 
spearheaded  by  Kurtzke6  proved  MS  to  be  a 
localized  and  stratified  disease  of  temperate 
climes,  twice  as  prevalent  above  and  below  the  37° 
parallels  as  between  them  where  temperatures 
are  on  average  higher.  It  is  contracted  during  the 
early  teens  and  carried  during  population  migra- 
tions to  appear  in  a new  locale  in  that  same 
childhood  and  teenage  prevalence.  Therefore,  it  is 
twice  as  prevalent  in  northern  states  as  in  the 
deep  south  of  the  United  States.  In  Delaware, 
there  are  over  700  cases  registered  by  patient  and 
physician  with  the  Delaware  Chapter,  National 
Multiple  Sclerosis  Society,  but  actual  prevalence 
exceeds  that  number.  This  demonstrates  the 
known  high  incidence  of  approximately  60/100,000 
population  in  the  Northeast  that  increases  into 
Nova  Scotia,  and  climbs  even  higher  to  the  amaz- 
ing 150/100,000  population  in  the  Shetland  and 
Orkney  Isles  off  northern  Scotland.  Recent  clus- 
ters of  patients  found  in  the  Faroes  and  in  Florida 
have  given  further  impetus  to  Kurtzke’s  infec- 
tious theory  of  the  disease,  in  which  emigres  from 
high  incidence  areas  may  on  rare  occasions  infect 
those  in  low  incidence  areas. 

Bedside  observations  of  sensory  signs  and 
symptoms  of  over  1000  patients  studied  by  the 
author  since  1955  laid  the  basis  for  the  present 
hypothesis.  These  were  patients  from  the  Mul- 
tiple Sclerosis  Clinic  at  the  Hospital  for  Special 
Surgery  in  New  York  (sponsored  by  the  New  York 
Chapter,  National  Multiple  Sclerosis  Society 
1956-1957),  in  research  laboratories  at  Bellevue 
Hospital  (also  sponsored  by  the  NY  Chapter  1954- 
1958),  in  the  Multiple  Sclerosis  Clinic  at  the 
Medical  Center  of  Delaware,  (sponsored  by  the 
Delaware  Chapter,  National  Multiple  Sclerosis 
Society  1959-1982),  and  in  private  practice  (1957- 
1991).  Included  were  1956-1958  experiments  of 
the  heating  reaction  (hot  bath  test),7'9  and  two 
case  studies  of  human  rabies.10'13 

A viral  infection  with  rabies  is  not  being 
offered  as  the  putative  etiology  of  MS;  only  as  a 
research  model  of  a particular  type  of  theoretical 
viral  behavior.  This  separates  the  present  hy- 
pothesis from  that  of  researchers  in  Russia  who 
several  times  claimed  they  recovered  a rhabdovi- 
rus  from  patients  with  MS.14 

This  article  will  be  organized  under  the  fol- 
lowing topic  headings:  Central  and  Peripheral 
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Demyelination,  Sensory  Signs  and  Symptoms  of 
MS,  Embryology  and  Anatomy  of  Sensory  Gan- 
glia, Objective  Testing  of  the  Sensory  System, 
Controversies  Concerning  Causation,  and  Com- 
ments. 

Central  and  Peripheral  Demyelination 

The  four  major  phases  of  research  into  MS  span 
1872  to  1991,  and  lay  a basis  for  the  present  DRG 
hypothesis.  First  came  Charcot’s2  original  de- 
scription of  signs,  symptoms  and  pathology  in 
1872,  followed  by  the  recording  of  numerous  other 
signs  by  hundreds  of  authors  through  1930.  Stud- 
ies of  experimental  allergic  (autoimmune) 
encephalomyelitis  (EAE)  covered  the  time  span 
1930-1970.  Next  came  epidemiologic  proof  by 
Kurtzke6  of  the  geographic  distribution  of  cases 
1965-1980,  overlapped  by  the  autoimmune  and 
virology  research  from  1965  until  the  present. 
Demyelinating  plaques  of  spinal  cord  and  brain 
are  surprisingly  frequent,  and  now  can  be  rou- 
tinely demonstrated  by  magnetic  resonance  im- 
aging (MRI)  during  life,  and  at  autopsy  by 
inspection  and  special  stains.  They  are  found  at 
times  in  asymptomatic  individuals,  and  in  MS  far 
outnumber  the  neurological  signs  already  pro- 
duced by  them.  This  was  first  proven  in  1967  by 
neuropathological  studies  by  MacKay  and  Hirano15 
who  found  that  no  symptoms  of  MS  had  been 
known  to  patients  in  up  to  20  percent  of  autopsied 
study  groups,  even  though  significant  numbers  of 
plaques  were  found  at  autopsy.  Monosymptomatic 
patients  on  first  workup  frequently  have  a multi- 
tude of  demyelinating  plaques  on  magnetic  reso- 
nance imaging,  all  clinically  silent.  In  addition, 
the  oligoclonal  banding  diagnostic  test  performed 
on  spinal  fluid  will  prove  to  be  positive  in  80-90 
percent  of  patients,  showing  multiple  bands  of 
IgG  produced  by  plaques  which  are  sequential  in 
time  and  space.  The  putative  organism(s)  of  MS 
would  seem  to  be  a widespread  agent  that  affects 
many  normal  individuals  and  is  well  tolerated  by 
most. 

The  myelin  of  the  central  nervous  system 
should  be  contrasted  with  myelin  of  peripheral 
nerve  produced  by  Schwann  cells  that  begin  in 
the  dorsal  root.  There  are  now  over  forty  publica- 
tions about  peripheral  nerve  lesions  in  MS,  con- 
cerning defects  in  the  myelin  produced  by  the 
Schwann  cells.5  These  findings  are  a contradic- 
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tion  to  classical  teachings  that  MS  affects  only  the 
central  nervous  system,  because  electrodiagnostic 
testing  reveals  slowing  of  motor  conduction,  re- 
fractoriness of  sensory  axons,  altered  recovery 
cycle  of  axons,  alterations  of  somatosensory  evoked 
potentials,  and  abnormalities  of  single  fiber  elec- 
tromyography, in  patients  in  remission.5  In  addi- 
tion, there  were  subtle  signs  of  damage  in  sural 
nerve  biopsies,  examined  by  electron  microscopy, 
which  Poser5  ascribed  to  autoimmune  damage. 
Sedgwick,16  in  studying  somatosensory  evoked 
potentials  (SSEP),  found  alterations  in  cervical 
potentials  (N 1 1 and  N 13)  in  54  percent  of  probable 
cases  and  30  percent  of  suspected  cases  of  MS.  For 
future  research  into  the  presenthypothesis,  dam- 
age to  dorsal  root  ganglia  can  be  evaluated  by 
simultaneous  MRI  imaging  and  SSEP  at  the  level 
tested;  the  absence  of  demyelination  in  the  entry 
zone  would  indicate  SSEP  latency  was  probably 
produced  by  lesions  in  DRG. 

Sensory  Signs  and  Symptoms  of  MS 

Clinical  signs  and  symptoms  played  a prominent 
part  in  advancing  our  understanding  of  MS.  In 
1822,  Augustus  d’Este  began  to  make  entries  in 
his  personal  diary  to  describe  his  own  downhill 
course  from  a complex  disease  that  probably  was 
MS.17  Next  came  the  original  description  of  the 
pathology  by  Cruveilhier  1838-1845, 18  and  the 
clinical  description  by  Charcot  in  1868. 19  Charcot’s 
descriptions  of  sensory  symptoms  in  18722  stimu- 
lated little  research,  and  apparently  there  have 
been  no  investigations  of  DRG. 

Sensory  manifestations  occur  in  75  percent  of 
patients  with  MS,  and  rank  second  to  posterior 
column  and  cerebellar  signs.3'5  There  are  sensory 
premonitory  symptoms  prior  to  the  first  proven 
attack  in  more  than  30  percent  of  patients.  An- 
other 30  percent  develop  pain  during  the  illness.20 
Moulin,  Foley,  and  Ebers21  found  that  55  percent 
ofMS  patients  developed  pain  syndromes  at  some 
time  during  their  disease.  This  was  stereotyped 
paroxysmal  pain  in  24  percent,  and  acute  parox- 
ysmal pain  (such  as  trigeminal  neuralgia)  in  9 
percent.21  Bilateral  tic  douloureux  in  young  women 
has  been  listed  as  a pathognomonic  sign  or  symp- 
tom of  MS.  The  actual  site  of  these  high  intensity 
electric  jabs  of  pain  is  unknown,  though  various 
authors  have  ascribed  them  to  demyelination  in 


the  gasserian  ganglion,  root  entry  zone,  pontine 
tegmentum,  or  the  descending  sensory  pathway 
of  the  fifth  cranial  nerve.  Lhermitte’s  sign,  along 
with  paresthesiae  of  arms  or  legs,  herald  the  onset 
in  20  percent  of  patients  with  MS.  Though  this 
sign  is  usually  produced  by  posterior  column 
disease,  plaques  cannot  always  be  demonstrated 
there. 

The  following  signs  and  symptoms  suggest- 
ing peripheral  nerve  involvement  have  not  been 
explained:  typical  nerve  root  pain  over  the  trunk, 
various  neuralgias  that  seem  to  be  of  plexus  origin 
(most  often  in  the  arm  s),  patches  of  sensory  loss  or 
paresthesiae  (of  oblong  configuration)  on  the  ex- 
tremities, girdle  pains,  and  deep  pain  in  the  pelvis 
or  lumbar  spine. 12,13,22'25  Similarly,  every  neurolo- 
gist puzzles  over  absent  deep  tendon  reflexes  in 
some  patients  with  MS.  These  symptoms  are 
usually  thought  due  to  cerebellar  disease,  which 
might  explain  depressed  reflexes,  but  cannot  ex- 
plain those  that  are  absent.  An  interruption  in  the 
reflex  arc  is  much  more  plausible  neurophysi- 
ologically. 

Embryology  and  Anatomy 
of  Sensory  Ganglia 

The  peripheral  sensory  system  can  be  labelled  the 
“borderlands  of  the  nervous  system”  because  of 
certain  anatomical,  physiological,  and  embryo- 
logical  concepts;  particularly  because  of  bipartite 
embryological  origins  of  the  dorsal  root  ganglia.26 
The  ganglia  are  formed  duringfetal  development, 
partly  from  cellular  migrations  of  neuroblasts 
from  the  neural  crest  adjacent  to  the  neural 
groove,  and  partly  from  primitive  ectoderm. 
Glioblasts  from  near  the  neural  crest  contribute 
the  Schwann  cells  that  begin  in  the  sensory  root 
and  migrate  distally,  and  produce  myelin  for 
nerves,  contrasted  with  oligodendrocytes  of 
spongioblast  origin  that  produce  the  myelin  of  the 
central  nervous  system.26  Dorsal  root  ganglia 
migrate  into  the  spinal  foramina,  where  periph- 
eral nerves  begin. 

Cranial  nerve  sensory  nuclei  have  opposite 
origins  compared  with  spinal  dorsal  root  ganglia. 
Epibranchial  placodes  of  epidermal  origin  are 
located  along  the  side  of  the  head  of  the  embryo 
from  which  they  migrate  inward,  compared  with 
dorsal  root  ganglia  that  migrate  outward.  The 
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sensory  ganglia  of  cranial  nerves  V,  VII,  VIII,  IX, 
and  X are  thus  formed.27  Some  of  the  ganglia  are 
bathed  by  variable  amounts  of  cerebrospinal  fluid 
because  of  lateral  extensions  of  some  root  sleeves28 
and  because  of  subarachnoid  pathways  in  Mekel’s 
cave,  and  because  of  Tarlov  cysts  in  the  sacral 
segments.29  The  fact  that  occasional  dorsal  root 
ganglia  are  surrounded  by  variable  amounts  of 
spinal  fluid  may  explain  the  unreliable  viral  cul- 
tures and  antibody  levels  reported  by  many  work- 
ers as  the  probable  etiology  of  MS. 

Objective  Testing  of  the  Sensory  System 

Sensory  symptoms  are  subjective  and  difficult  to 
prove.  For  years  it  has  been  known  that  neuro- 
logical signs  in  patients  with  MS  often  fluctuate 
several  times  daily,  or  even  hourly,  by  respondi ng 
to  circadian  diurnal  rhythms  of  body  tempera- 
ture. Namerow30  demonstrated  that  visual  acuity 
worsened  in  patients  with  MS  between  1200  and 
2000  hours,  when  the  body  temperature  showed 
its  normal  circadian  elevation,  and  temperature 
elevations  of  only  0.5  C provoked  attacks.  It  has 
been  known  since  1890  that  exercise  or  elevated 
temperature  could  produce  temporary  worsening 
of  MS  patients.31  In  fact,  75  percent  of  patients 
with  MS  give  a history  of  exacerbations  during 
heat  exposure  or  exercise.32'33  Induced  hyper- 
thermia testing  was  introduced  by  several  work- 
ers in  the  1950s7'9,3,1  but  routine  testing  of  sensory 
signs  was  not  done  until  recently.  In  1981, 
Cemalovic-Bokoetal35  demonstrated  paresthesias 
and  sensory  signs  in  six  of  17  patients  with  MS.  In 
addition  to  physical  signs  disclosed  by  induced 
hyperthermia,  Matthews,  Read,  and  Pountney36 
in  1979  described  disorganization  of  SSEP  with 
origin  (N13  peak)  in  the  cervical  cord  segments  in 
MS  patients  during  induced  hyperthermia.  Pa- 
tients who  were  normothermic  also  showed  sig- 
nificant alternations  i n SSEP  as  described  above. 16 

It  was  thought  that  heating  reactions  were 
absolutely  safe.37  However,  Berger  and  Shere- 
mata38  reported  four  permanent  neurological 
changes  from  the  hot  bath  test.  These  reports  led 
Accornero39  to  modify  the  procedure  by  elevating 
the  body  temperature  by  not  more  than  0.5"  C,  the 
normal  circadian  range.  Thus,  heating  reactions 
can  again  be  used  for  research  and  possibly  for 
diagnosis  in  countries  where  MRI  and  spinal  fluid 
protein  fractionation  are  unavailable. 
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Controversies  Concerning  Causation 

A review  of  some  contributions  from  virological 
research  beginning  in  1935  is  necessary  to  ex- 
plain an  ongoing  conflict  of  opinion  as  to  the 
etiology  of  MS,  the  most  significant  disagreement 
in  present  day  neurology  literature.  One  group 
holds  to  the  theory  that  demyelination  occurs 
from  a direct  infection  of  oligodendrocytes,  and 
the  other  group  believes  in  the  autoimmune 
theory.40'45  Research  into  immune  mechanisms 
evolved  from  three  assumptions:  1.  Viral  replica- 
tion in  the  CNS  is  probably  the  etiology.  2.  An 
unknown  infection  occurs  around  age  13-15,  fol- 
lowed by  an  incubation  of  10-20  years.  3.  A virus 
or  virus-like  organism  (prion)  combines  with 
nuclear  proteins  to  produce  a demyelinating  au- 
toimmune antigen-antibody  complex  against 
“self.” 

For  many  years  it  was  thought  that  an  organ- 
ism could  not  be  immunized  by  any  part  of  its  own 
tissues.  However,  in  1935,  Rivers  and  Schwent- 
ker46  produced  demyelinating  lesions  in  monkeys 
by  injecting  them  with  homologous  or  autogenous 
brain  extracts,  ushering  in  the  era  of  experimen- 
tal allergic  (autoimmune)  encephalomyelitis 
(EAE).  Next  came  the  identification  of  myelin 
basic  protein,  the  antigenic  substance  responsible 
for  the  autoimmune  phenomenon,  an  amino  acid 
sequential  fragment  of  myelin  that  is  species 
specific. 17  EAE  is  not  an  accurate  model  ofhuman 
MS  for  many  reasons,  especially  the  self-limiting 
nature  of  EAE.  In  1976,  about  30years  after  EAE 
was  discovered,  a chronic  relapsing  type  was 
produced  by  Wisniewski  and  Keith48  in  immature 
guinea  pigs,  a type  resemblingMS  with  exacerba- 
tions. EAE  was  not  a perfect  model  of  MS,  but  it 
conclusively  proved  that  myelin  breakdown  prod- 
ucts can  sensitize  myelin  sheaths  to  “self.” 

Around  the  time  that  EAE  was  discov- 
ered in  1936, 46  scrapie,  a “slow  virus”  disease  of 
sheep,  was  identified  and  transmitted  to  other 
sheep,  and  in  1960,  to  other  species.14  Between 
1965  and  1971  the  following  human  “slow  vi- 
ruses” and  virus-like  agents  with  incubation  peri- 
ods longer  than  10  years  were  identified:  sub- 
acute sclerosingpanencephalitis,  progressive  mul- 
tifocal leukoencephalopathy,  progressive  rubella 
encephalitis,  persistent  immunodeficiency  infec- 
tion, kuru,  Jacob-Creutzfeldt  disease,  and 
Gerstmann-Strauller-Scheinker  disease.14,49 
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The  next  phase  of  virology  research  brought 
with  it  the  present  day  controversy  between  those 
who  believe  that  some  viruses  demyelinate  the 
central  nervous  system  by  direct  infection  of 
oligodendrocytes,  others  through  immune  mecha- 
nisms by  infectingthelymphatic  immune  system. 
A confusing  number  of  about  20  viruses  have  been 
identified  by  serological  testing  or  viral  culture  as 
potential  infectious  agents  of  MS.  Spinal  fluid 
serological  testing  to  IgG  or  IgM  has  been  re- 
ported positive  in  measles,  caprine  arthritis  en- 
cephalitis, Epstein  Barr,  herpes  simplex,  human 
immunodeficiency  virus-1,  human  T-cell  leuke- 
mia virus-I  & II,  influenza  C,  mumps,  parainflu- 
enza III,  rubella,  vaccinia,  and  varicella- 
zo  ster . 10, 12'40’50~54 

A large  number  of  viruses  have  been  cultured 
or  identified  from  patients  with  MS:  coronavirus, 
cytomegalovirus  of  chimpanzee,  herpes  simplex, 
measles,  parainfluenza  I,  rabies,  scrapie,  and 
unidentified  “MS-associated  agents  and  bone 
marrow  agents,”  varicella,  vaccinia,  rubella,  Asian 
influenza,  measles,  and  mumps.10'40'44’45  (Progres- 
sive multifocal  leukoencephalopathy  and  sub- 
acute sclerosing  panencephalitis  are  examples  of 
direct  neuronal  infection  about  which  there  is  no 
disagreement.40) 

The  conflict  between  those  who  support  the 
direct  infection  theory  compared  with  those  who 
advocate  autoimmune  mechanisms  has  been 
heightened  particularly  because  of  contradictory 
findings  in  measles  and  rabies  research.  These 
diseases  have  been  involved  because  it  was  as- 
sumed they  represent  “pure”  autoimmune  dis- 
ease. Of  the  various  infections  suspected  as  etiol- 
ogy, measles  has  been  studied  most  extensively 
because  its  antibody  levels  have  been  found  to  be 
most  consistently  elevated  in  31  of  35  surveys.3  40 
Johnson  et  al,44  and  Gendelman  et  al45  believe  that 
post-viral  measles  encephalomyelitis  is  produced 
by  an  infection  of  the  somatic  lymphatic  immune 
system,  citing  evidence  that  measles  virus  cul- 
tures were  negative,  and  only  rarely  was  measles 
IgG  found  elevated  in  spinal  fluids  tested.  They 
believed  that  immune  lymphoproliferative  re- 
sponses stimulated  by  various  myelin  proteins 
probably  accounted  for  the  perivenous  demyeli- 
nating  lesions,  the  etiology  of  MS.44'45  Viruses 
other  than  measles  can  infect  lymphoid  cells  to 
produce  various  human  autoimmune  diseases: 
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vaccinia,  varicella,  rubella,  mumps,  and  influ 
enza.  Demyelination  from  autoimmune  infectioi 
of  lymphocytes  can  be  further  explained  by  a: 
infectious  agent  activating  T-lymphocytes,  whil 
enhancing  antigenic  recognition  of  neurons  o 
glia,  leading  to  their  subsequent  destruction  b 
lymphocytes,  macrophages,  or  natural  killer  cells.1 ! 

Compared  with  the  above  virology  research 
ers,  a group  whose  spokesman  is  ter  Meulei 
believe  that  direct  viral  infection  of  oligodendro 
cytes  is  still  a strong  possibility,52  citing  fiv 
reports  in  the  medical  literature  of  measles  viru 
isolation  from  patients  with  measles  encephaliti 
leading  to  central  lesions.53'57  Some  researcher 
have  criticized  the  above  results  of  positive  vira 
culture  of  the  central  nervous  system,  because  o 
technical  difficulties  during  culture,  produced  b 
the  introduction  of  blood  contaminants. 

Postvaccinal  rabies  encephalomyelitis  ma; 
not  represent  a perfect  autoimmune  process,  a; 
has  been  maintained.  Rabies  has  been  studied  ii 
MS  research  for  the  following  reasons: 

1.  Rhabdoviruses  have  been  recoverec 
from  patients  with  MS  in  Russia,14’5 
not  confirmed  by  other  laboratories 

2.  There  are  some  long  incubation  peri 
ods  in  rabies  (a  “slow  virus”)  tha 
span  the  theoretical  10  to  15  yea:a 
incubation  of  MS. 

3.  Rabies  virus  lies  protected  in  neu 
rons  for  long  periods  where  no  anti 
body  response  can  be  mounted,  anc 
where  antibodies  cannot  attack. 

4.  Sensory  neurons  are  pivotal  in  th< 
fatal  spread  of  rabies. 

5.  Rabies  postvaccinal  encephalomy 
elitis  is  primarily  a disease  of  myelir 
breakdown. 

The  unexpected  coexistence  of  acute  rabies 
accompanied  by  widespread  demyelination  was 
first  published  by  Toro,  Vergara,  and  Roman10  ir 
1977.  Two  years  later,  Barnhart  et  al11  reported  i 
patient  who  died  from  rabies  in  spite  of  adequate 
immunization.  Berry  and  Nelson,12  and  Nelsor 
and  Berry13  studied  the  pathology  of  that  patieni 
and  described  acute  meningoencephalitis  coexist 
ing  with  extensive  demyelination.  Demyelinatior 
was  more  advanced  in  the  cervical  spinal  core 
where  rabies  entered  through  cervical  roots  com 
pared  with  other  sites,  evidence  of  direct  vira 
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invasion.  These  two  cases  cast  doubts  on  the 
concept  that  extensive  demyelination  in  rabies  is 
always  due  to  immune  processes. 

The  axonal  spread  of  rabies  is  instructive  in 
considering  the  present  hypothesis  that  DRG  are 
possible  sanctuaries  for  the  infectious  agent  of 
MS.  The  earliest  symptom  of  rabies  is  dysesthesia 
with  radiating  pain  and  itch  at  the  site  of  the 
original  bite  wound  in  from  40-80  percent  of 
patients,  occurring  simultaneously  with  reacti- 
vation of  the  virus  in  muscle  cells  and  peripheral 
sensory  neurons.58'61  The  early  sensory  symptoms 
in  75  percent  of  patients  with  MS  could  possibly  be 
explained  as  a similar  peripheral  nerve  root  inva- 
sion. Moving  by  centripetal  axoplasmic  flow,  rh- 
abdovirus  does  not  replicate  until  it  reaches  the 
dorsal  root  ganglia,  a finding  proven  by  immun- 
ofluorescent  studies.62  The  many  reports  of  long 
latency  infections  of  rabies  up  to  20  years  indicate 
that  rabies  can  sometimes  act  as  a “slow  virus,” 
another  theoretical  correlation  with  MS.  Similar 
to  rabies,  the  putative  etiological  agent  of  MS 
might  also  lie  protected  in  the  axonal  core  or 
sensory  neurons.  Sporadic  and  low  serum  and 
spinal  fluid  titers  against  a putative  virus  would 
thus  be  produced,  similar  to  low  titers  of  various 
viruses  as  putative  MS  agents.  These  low  and 
undiagnostic  titers  could  be  explained  by  the 
small  volumes  of  spinal  fluid  that  touch  the  dorsal 
root  ganglia,  as  well  as  the  axonal  sanctuai’y  of 
viruses  from  immune  processes. 

A search  for  the  putative  viral  agent  of  MS 
has  to  take  into  account  the  fact  that  the  organism 
might  exist  a large  part  of  its  life  cycle  in  a latent 
phase,  similar  to  some  herpes  viruses,  difficult  to 
identify.  Recent  research  in  herpes  simplex  virus- 
1 (HSV-1)  has  shown  that  the  virus  exists  in  DRG 
in  either  an  active  or  passive  phase.  By  the  use  of 
in  situ  hybridization  to  labelled  RNA  probes  (pre- 
viously developed  by  genetic  engineering);  Croen 
et  al,66  and  Mahalingam  et  al66  studied  HSV-1  in 
trigeminal  ganglia  recovered  at  autopsy  from  47 
subjects.  The  virus  was  identified  in  67  percent, 
equal  to  the  national  incidence  of  seropositive 
adults.  Latent  HSV-1  was  found  in  87  percent  of 
trigeminal  ganglia  compared  with  only  53  per- 
cent of  thoracic  ganglia.  Latent  HSV  virus  has 
now  been  identified  in  central  nervous  systems,  in 
dorsal  root  ganglia,  and  also  in  autonomic  gan- 
glia. 


Comments 

If  the  hypothesis  expounded  in  this  article  has 
merit,  it  should  lead  to  a search  of  the  sensory 
system  for  unnamed  agents,  demanding  expen- 
sive and  painstaking  research.  Many  autopsies 
will  have  to  be  performed,  including  dissections  of 
cranial  and  spinal  sensory  ganglion.  The  tissues 
will  have  to  be  subjected  to  the  most  careful  study, 
separating  ganglia  from  blood  contamination, 
using  techniques  of  viral  antibody  titers,  culture, 
and  hybridization-transcription  techniques  in  an 
attempt  to  identify  latent  virus.  The  “borderlands 
of  the  nervous  system”  are  extensive  and  com- 
plex, and  merit  study  as  the  hiding  place  of  a 
putative  MS  infectious  agent. 
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‘VOLUNTARY  EMPLOYEE  BENEFITS  ASSOCIATION 


DELEGATED  REPORT: 

1991  INTERIM  MEETING  OF  THE 
AMA  HOUSE  OF  DELEGATES 


The  Interim  Meeting  of  the  House  of  Delegates 
was  held  in  Las  Vegas,  Nevada,  from  December  8 
through  December  11, 1991.  The  Medical  Society 
of  Delaware  was  represented  by  Delegates  Daniel 
Alvarez,  M.D.,  Peter  Coggins,  M.D.,  Alternate 
Delegate  Alfonso  Ciarlo,  M.D.,  and  President 
James  Marvel,  M.D. 

The  Interim  House  of  Delegates  was  com- 
posed of  422  delegates  representing  state  and 
I specialty  societies,  medical  students,  residents, 
medical  schools,  the  military,  USPHS  and  the  VA. 
The  House  considered  over  300  items  of  business 
covering  issues  of  public  health,  science,  and 
i socioeconomics,  but  HIV  testing  for  healthcare 
workers,  and  the  new  Medicare  physician  pay- 
ment system  were  the  two  items  of  business  that 
received  the  most  attention. 

At  the  time  of  the  Interim  Meeting,  most 
physicians  had  just  received  a list  of  their  1992 
Medicare  limiting  charges.  Many  physicians  were 
concerned  because  their  reductions  in  payments 
seemed  to  be  in  excess  of  what  they  had  expected, 
and  others  were  concerned  because  their  increases 
fell  far  short  of  expectation.  After  lengthy  debate 
i in  the  Reference  Committee  addressing  this  sub- 
ject and  on  the  floor  of  the  House,  policy  state- 
ments were  adopted  to  guide  the  AMA  in  its 
actions  over  thecomingmonthsregardingRBRVS. 

First,  the  AMA  has  taken  the  position  that 
the  RBRVS  requires  substantial  improvements 
and  the  AMA  cannot  endorse  this  system  until 
these  improvements  are  made.  Secondly,  the  AMA 
will  carefully  study  carrier  implementation  to  see 
that  calculations  and  applications  of  the  fees  are 
correct  in  the  final  schedule.  They  will  monitor 
changes  in  patient  access,  physician  practice  pat- 
terns, and  carrier  errors,  and  work  with  HCFA  to 


correct  deficiencies  in  the  program.  The  AMA  will 
do  all  that  it  can  to  prevent  further  reduction  in 
limiting  charges,  to  see  that  all  providers  are 
given  adequate  education  to  use  the  new  system 
and  the  new  coding,  and  to  obtain  a second 
participation  decision  period  in  June  for  those 
who  feel  that  they  made  decisions  without  ad- 
equate information  in  December.  The  AMA  will 
continue  to  assign  a high  priority  to  change  cur- 
rent inequitable  policies,  such  as  the  lack  of 
payment  for  the  i nterpretation  of  EKGs,  payment 
reductions  for  “new”  physicians,  unreasonable 
limits  for  assistants  in  surgery,  and  discrimina- 
tory copayments  for  mental  illness. 

In  business  related  to  the  new  Medicare  phy- 
sician payment  system , the  House  voted  to  strongly 
oppose  any  attempts  to  tie  medical  licensure  to  a 
physician’s  obligation  to  participate  with  any 
payment  system,  including  Medicare.  The  House 
also  strongly  opposed  any  plan  that  would  reim- 
burse certain  limited  licensed  practitioners  at  the 
same  rate  as  physicians. 

The  Board  of  Trustees  submitted  a comprehen- 
sive report  reviewing  the  many  complex  issues 
regarding  the  HIV  testing  of  healthcare  workers. 
Much  debate  in  the  Reference  Committee  and  by 
the  House  resulted  in  several  recommendations 
which  were  adopted  by  the  House.  These  recom- 
mendations included  universal  precautions  and 
proper  infection  control  to  be  used  by  all  health 
care  workers  and  to  be  taught  and  strictly  en- 
forced by  hospitals.  The  House  l’ecommended 
that  any  physician  who  performs  exposure-prone 
procedures  should  be  tested  voluntarily  for  HIV 
on  a frequency  appropriate  to  the  risk.  Frequency 
should  be  determined  on  a local  level  according  to 
the  local  and  individual  circumstances  and  at  an 
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appropriate  time  period  after  significant  expo- 
sure. Furthermore,  it  was  recommended  that 
HIV-positive  physicians  should  report  their  sta- 
tus to  a local  review  panel  who  would  be  charged 
with  establishingpracticelimitations.Theselimi- 
tations  would  likely  be  associated  with  proce- 
dures that  have  been  associated  with  physician 
injury  or  where  a physician’s  blood  may  come  in 
contact  with  patient’s  open  wounds,  mucosal  sur- 
faces, or  bloodstream,  or  procedures  that  are 
conducted  in  confined  or  difficult  to  visualize 
spaces.  The  local  review  panel  should  be  empow- 
ered to  monitor  the  HIV-positive  physician  for 
compliance  with  limitations  and  report  infrac- 
tions to  the  licensing  board. 

The  House  was  adamant  in  its  stand  that  the 
AMA  reaffirm  its  previous  policy  and  remain  in 
opposition  to  mandatory  HIV  testing.  It  also  reaf- 
firmed the  AMA  policy  to  oppose  mandatory  re- 
porting of  HIV-  and  HBV-infected  physicians  to 
state  licensing  boards  unless  there  is  conclusive 
evidence  that  these  physicians  pose  significant 
risk  to  patients.  However,  it  also  reaffirmed  policy 
that  all  people,  includinghealthcare  workers  and 
physicians  who  are  HIV  infected,  should  be  con- 
fidentially reported  to  State  Boards  of  Health. 
The  confidentiality  of  any  infected  physician 
should  be  protected  just  as  it  is  with  any  other  H IV 
patient. 

The  House  also  recommended  that  the  AMA 
should  continue  to  promote  education  of  the  pub- 
lic as  well  as  all  healthcare  workers,  and  that 
physician  offices  should  develop  policies  and  pro- 
cedures concerning  prevention  of  spread  of  HIV 
infection.  It  also  asked  the  AMA  to  continue  to 
work  closely  with  the  CDC,  and  to  support  fund- 
ing in  the  research  and  public  health  measures 
needed  to  combat  HIV/AIDS.  The  House  resolved 
that  the  AMA  adopt  the  policy  that  physicians 
should  be  allowed,  without  explicit  informed  con- 
sent, to  test  patients  suspected  of  being  HIV 
infected,  and  that  the  general  consent  for  treat- 
ment of  patients  in  hospitals  should  be  adequate 
for  HIV  testing.  The  House  also  reaffirmed  AMA 
policy  that  the  denial  of  care  of  a patient  on  the 
basis  of  the  patient’s  HIV  status  is  a violation  of 
medical  ethics. 

In  other  business,  the  House  of  Delegates 
adopted  policy  refining  Health  Access  America 
which  favors  addressing  the  cost  problem  with  a 


market  system  rather  than  a centrally  controlled 
budget-driven  system  in  order  to  provide  quality 
care  for  all  Americans. 

A resolution  was  raised  which  calls  on  the 
AMA  to  intensify  its  efforts  to  prevent  further 
erosion  of  student  loan  deferments  for  medical 
students  and  residents. 

New  guidelines  were  adopted  recommending 
that  physicians  not  refer  to  a facility  in  which  they 
have  a financial  interest  unless  there  is  a demon- 
strated need  and  other  financing  for  such  a facil- 
ity is  not  available. 

Resolutions  were  passed  that  reaffirm  the 
patient’s  right  to  privacy,  a tenet  that  is  increas- 
ingly ignored  by  insurance  companies’  requests 
for  patient  information. 

The  House  also  adopted  a resolution  which 
calls  on  the  AMA  to  express  its  concern  to  the1 
Pharmaceutical  Manufacturers  Association  and 
others  about  the  spiraling  cost  of  prescription 
drugs. 

A resolution  which  asked  for  a report  on  the 
activities  of  the  National  Practitioner  Data  Bank 
was  amended  and  adopted  to  call  on  the  AMA  to 
seek  to  abolish  the  Data  Bank. 

The  members  of  the  AMA  delegation  from  the 
Medical  Society  of  Delaware  were  proud  to  repre-  I 
sent  the  Society.  Dr.  Alvarez  was  privileged  to  be 
asked  to  be  a member  of  Reference  Committee  D 
which  heard  testimony  and  prepared  recommen-  j 
dations  on  many  issues,  most  importantly  the 
HIV  testing  policy. 

This  report  is  only  a summary  of  the  more 
important  business  and  issues  that  are  of  special 
interest  to  members  of  the  Medical  Society  of 
Delaware.  December  issues  of  the  American  Medi- 
cal  News  contain  more  detailed  reports  of  the 
proceedings.  As  always,  the  delegates  are  avail- 
able to  answer  the  questions  of  members. 

The  Annual  Meeting  of  the  House  of  Del- 
egates will  convene  in  Chicago,  Illinois,  June  21, 
1992.  All  AMA  members  are  welcome  and  may 
speak  in  any  Reference  Committee.  All  members 
are  encouraged  to  submit  resolutions  and  express 
their  views  to  the  delegates. 

Respectfully  submitted, 

Daniel  A.  Alvarez,  M.D. 

Chairman,  AMA  Delegation 
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BRIEF  REPORT 


Second  Antiviral  Drug  Approved  for  AIDS 


The  FDA  has  approved  the  antiviral  drug 
didanosine  (DDI)  to  treat  patients  with  advanced 
AIDS  who  cannot  tolerate  zidovudine  (AZT)  or 
whose  health  has  significantly  deteriorated  dur- 
ing zidovudine  treatment.  DDI  is  only  the  second 
antiviral  drug  approved  for  AIDS  patients.  It  has 
been  approved  for  both  adults  and  children. 

Results  of  studies  have  shown  an  increase  in 
!CD4  cell  counts  in  patients  taking  DDI,  a surro- 
gate end  point  for  clinical  improvement.  Since 
data  are  not  yet  available  from  controlled  studies 
demonstrating  that  DDI  therapy  has  an  effect  on 
I the  actual  progression  of  the  disease,  such  as 
i reducing  the  incidence  of  opportunistic  infections 
or  prolonging  survival,  zidovudine  should  be  con- 
sidered the  first  treatment  for  advanced  HIV 
infection  unless  contraindicated. 

It  is  also  not  clear  from  early  clinical  studies 
whether  DDI  has  an  effect  on  survival  or  inci- 
dence of  opportunistic  infections  in  children  with 
symptomatic  AIDS.  Therefore,  zidovudine  should 
be  considered  the  first-line  treatment  for  pediat- 
ric AIDS  patients  as  well. 

DDI  treatment  can  cause  pancreatitis,  which 
occurred  in  nine  percent  of  patients  at  doses  below 
or  at  recommended  levels.  Signs  and  symptomsof 
pancreatitis  include  abdominal  pain,  nausea,  vom- 
iting, and  elevated  biochemical  markers.  If  these 
signs  or  symptoms  appear  during  DDI  treatment, 
the  drug  should  not  be  given  again  until  a diagno- 
sis of  pancreatitis  is  excluded. 


Excerpted  from  the  FDA  Medical  Bulletin.  1991;21:3,5. 


The  other  major  toxicity  with  DDI  treatment 
is  peripheral  neuropathy,  which  occurred  in  34 
percent  of  patients  in  early  clinical  trials.  Patients 
should  be  monitored  for  the  development  of  this 
problem,  usually  characterized  by  distal  numb- 
ness, tingling,  or  pain  in  the  feet  or  hands. 

DDI  should  be  given  on  an  empty  stomach 
since  the  absorption  rate  of  the  drug  can  be 
reduced  by  as  much  as  50  percent  when  taken 
with  food. 

As  DDI  is  not  a cure  for  HIV  infection,  pa- 
tients may  continue  to  have  opportunistic  infec- 
tions and  other  illnesses  associated  with  AIDS. 

DDI  was  approved  on  October  9, 1991,  on  the 
basis  of  data  from  early  clinical  trials  conducted 
by  its  sponsor,  Bristol-Myers  Squibb  Co.  of  New 
York,  N.Y.,  the  National  Institute  of  Allergy  and 
Infectious  Diseases,  and  the  National  Cancer 
Institute. 

The  use  of  surrogate  end  points,  instead  of 
more  direct  measures  of  clinical  benefits,  means 
that  more  data  will  need  to  be  gathered  on  the 
long-term  safety  and  efficacy  of  DDI.  Since  the 
need  for  alternate  treatments  for  AIDS  patients 
was  strong,  FDA  was  willing  to  accept  surrogate 
end-point  data  to  approve  the  drug. 

DDI  will  be  marketed  by  the  Bristol-Myers 
Squibb  Co.  under  the  trade  name  Videx. 
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FROM  THE  AMA 


Nurses  Seek  to  Prescribe 

Nurse  practitioners  in  36  states  have  full  or 

I limited  authority  to  write  prescriptions,  the  AMA 
Office  ofRelated  Health  Professions  and  Nursing 
Affairs  said  in  an  information  report  to  the  Board 
l of  Trustees.  Alaska,  New  Hampshire  and  Wash- 
ington state  have  granted  full  prescriptive  au- 
thority; other  states  issue  Drug  Enforcement 
(> Agency,  or  DEA,  numbers  to  nurses.  The  nursing 
| profession  is  seeking  to  expand  the  privilege  in  all 
i states.  The  profession’s  goal  is  for  nurses  to  be  able 
; to  write  prescriptions  without  physician  supervi- 
i sion  and  without  being  restricted  to  drug  formu- 
; laries.  At  the  same  time  that  nurse  organizations 
| have  been  calling  for  independent  practice,  there 
; has  been  a rapid  rise  in  malpractice  litigation 
i against  nurses.  Some  successful  claimants  charged 
ji  that  the  nurse  failed  to  call  for  physician  interven- 
jji  tion.  Another  cause  of  litigation:  judgment  errors 
| in  the  supply  of  narcotics.  The  AMA’s  position  is 
[i  that  physicians  should  continue  to  supervise  pre- 
' scriptions. 

I 

[Teens  More  Likely  to  Commit  Suicide 
When  Gun  Is  in  Home 

l 

Having  a gun  at  home  may  increase  the  risk  that 
a psychologically  troubled  teen  will  commit  sui- 
cide, according  to  a study  published  in  this  week’s 
Journal  of  the  American  Medical  Association. 

‘The  availability  of  guns  in  the  home,  inde- 
pendent of  firearms  type  or  method  of  storage, 
appears  to  increase  the  risk  for  suicide  among 
adolescents,”  according  to  David  A.  Brent,  M.D., 


from  the  Western  Psychiatric  Institute  and  Clinic, 
Pittsburgh,  Pa.,  with  colleagues. 

The  authors  matched  47  adolescents  who  had 
committed  suicide  in  Pennsylvania  from  July 
1986  through  February  1988  with  47  adolescents 
who  had  attempted  suicide  and  47  never-suicidal 
psychiatric  controls.  All  three  groups  were  simi- 
lar with  respect  to  age,  gender,  race  and  socioeco- 
nomic status.  (The  study  population  was  pre- 
dominantly white,  male  and  15-17  years  of  age.) 

“Guns  were  twice  as  likely  to  be  found  in  the 
homes  of  suicide  victims  as  in  the  homes  of 
attempters  or  psychiatric  controls,”  they  found. 
“Handguns  were  not  associated  with  suicide  to 
any  statistically  significantly  greater  extent  than 
long  guns.  There  was  no  difference  in  the  meth- 
ods of  storage  of  firearms  among  the  three  groups 
so  that  even  guns  stored  locked,  or  separated  from 
ammunition,  were  associated  with  suicide  by 
firearms.” 

The  authors  comment:  “The  general  contro- 
versy regarding  gun  licensure  and  ownership 
notwithstanding,  it  is  clear  that  firearms  have  no 
place  in  the  homes  of  psychiatrically  troubled 
youngsters  ...  Physicians  who  care  for  psychiatri- 
cally disturbed  adolescents  with  any  indicators  of 
suicidal  risk,  such  as  depression,  conduct  prob- 
lems, substance  abuse,  or  suicidal  thoughts  have 
a responsibility  to  make  clear  and  firm  recom- 
mendations that  firearms  be  removed  from  the 
homes  of  these  at-risk  youth.” 

In  an  accompanying  editorial,  Mark  L. 
Rosenberg,  M.D.,  from  the  Division  of  Injury 
Control,  National  Center  for  Environmental 
Health  and  Injury  Control,  Centers  for  Disease 
Control,  Atlanta,  Ga.,  writes,  with  colleagues. 
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“Today,  the  question  of  whether  an  adolescent  at 
risk  of  committing  suicide  has  access  to  a gun  is  all 
but  ignored.” 

The  authors  note  “the  odds  that  potentially 
suicidal  adolescents  will  kill  themselves  go  up  75- 
fold  when  a gun  is  kept  in  the  house.”  They 
comment  that  teen  suicide  may  be  very  different 
from  that  of  adults.  For  teens,  “a  suicide  attempt 
may  be  an  attempt  to  communicate  that  they  are 
in  great  pain,  although  they  may  be  ambivalent 
about  wanting  to  die.  For  such  adolescents,  ready 
access  to  a firearm  may  guarantee  that  their  plea 
for  help  will  not  be  heard.” 

Physicians  with  an  at-risk  adolescent  patient 
should  routinely  ask  about  access  to  firearms, 
they  say.  “Even  more  than  physicians,  parents 
have  the  responsibility  to  protect  their  children. 
Parents  should  make  sure  that  no  at-risk  adoles- 
cent has  access  to  a gun  in  their  home.  The  child 
they  save  may  be  their  own.” 

Training  Medical  Students  to  Learn 
from  What  They  Don’t  Know 

Marlys  Hearst  Witte,  M.D.,  is  proud  of  her  igno- 
rance. The  professor  of  surgery  at  the  University 
of  Arizona  College  of  Medicine  has  even  adopted 
that  icon  of  ignorance,  the  question  mark,  as  her 
personal  symbol.  She  routinely  refers  to  herself  as 
an  “ignoramus.” 

Dr.  Witte  also  encourages  others  to  be  proud 
of  their  ignorance.  She  teaches  seminars  and 
classes  on  ignorance  for  medical  students.  She 
organizes  conferences  and  lecture  series  at  which 
medical  scholars  from  around  the  country  are 
dubbed  “Visiting  Professors  of  Medical  Ignorance.” 
Yet  nobody  seems  to  mind. 

Indeed,  American  Medical  News  reports,  Dr. 
Witte  has  managed  to  turn  the  word  ignorant  into 
a badge  of  distinction.  In  doing  so,  her  fans  say, 
she  has  brought  a much-needed  breath  of  fresh 
air  into  medical  education. 

Dr.  Witte  has  a formidable  track  record  as  a 
researcher.  She’s  also  been  active  in  organized 
medicine.  But  her  most  unorthodox,  yet  captivat- 
ing, project  is  almost  certainly  her  “Curriculum 
on  Medical  Ignorance.”  Begun  in  1985,  it  includes 
three-  to  four-week  elective  courses  for  juniors 
and  seniors  and  twice-weekly  seminars,  held  each 
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summer,  for  students  participating  in  her  re 
search  program.  The  curriculum  starts  from  thi 
premise  that  ignorance  should  be  regarded  as  ai 
opportunity  and  a challenge,  not  something  b 
deny  or  fear.  There  would  be  no  new  knowledge 
Dr.  Witte  reminds  students,  if  scientists  wer< 
unwilling  to  face  their  ignorance. 

To  bolster  this  point,  “Visiting  Ignoramuses 
speak  to  students  - not  about  what  is  known  ii 
their  fields,  but  about  what  is  not  known.  Stu 
dents  may  also  write  papers  about  the  unknown: 
in  topics  that  interest  them. 

According  to  AMN,  Dr.  Witte  also  lets  stu 
dents  in  on  a secret  known  to  anyone  who': 
studied  the  history  of  medicine:  that  the  facts 
they’ve  been  stuffing  into  their  brains  may  not  b< 
facts  at  all.  She  points  out  that,  if  history  is  any 
indication,  “95  percent  or  more”  of  what  they  have 
taken  so  much  trouble  to  learn  will  eventually  be 
considered  out  of  date  or  just  plain  wrong. 

The  next  step,  and  certainly  Dr.  Witte’s  favor  i 
ite,  is  to  have  the  students  start  asking  question: 
- the  more  audacious,  the  better,  the  AMN  repor 
says.  For  Dr.  Witte  believes  that  questions  are  the 
key  to  that  “vast  domain  of  ignorance”  wherein  al 
new  knowledge  lies. 

“We  have  to  uncork  the  questioning  process,’ 
she  tells  AMN,  “because  it’s  so  atrophied  and  sc 
inhibited.  People  are  so  afraid  to  question.  Yoi 
just  have  to  let  them  come  up  with  questions  anc 
not  say,  ‘That’ s a stupid  question.’  ” 

The  person  with  the  strongest  reservation: 
about  Dr.  Witte’s  program  may  be  her  husband 
surgeon  Charles  Witte,  M.D.  He  notes  that  medi 
cal  education  does  not  reward,  and  may  punish1 
medical  students  who  question  authority. 

But  her  response  to  those  who  might  be 
annoyed  or  discomfited  by  her  students  is  simple 
Physicians  who  can  face  what  they  don’t  know 
who  know  how  to  ask  good  questions  and  seek  the 
answers,  will  be  better  physicians. 

Helping  Impaired  Medical  Students 

A report  in  American  Medical  News  describes  the 
steps  medical  schools  are  taking  to  help  student: 
plagued  by  substance  abuse. 

One  such  student  was  Daryl  Ellis,  whose  life 
in  medical  school  had  slipped  into  a terrifying 
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pattern.  On  his  days  off,  Ellis  would  inhale  an 
)unce  or  more  of  cocaine,  staying  high  for  two  or 
three  days  at  a time  without  sleep.  Then  he’d 
report  to  the  emergency  department  for  his  emer- 
gency medicine  rotation. 

He  was  coming  down  from  one  of  those  sleep- 
less binges  the  night  the  paramedics  wheeled  in  a 
patient  with  a stab  wound  to  the  neck.  Ellis,  a 
fourth-year  medical  student,  was  supposed  to 
draw  the  man’s  blood. 

“I  was  just  stabbing  around,”  he  told  AMN. 
“When  the  guy  yelled,  it  hit  me  that  I could  really 
do  some  damage.  So  I stopped.  And  I left.” 

Frightened,  Ellis  got  a leave  from  medical 
school  to  enroll  in  an  outpatient  treatment  pro- 
gram. Back  at  school  the  next  year,  he  relapsed 
duringhis  internal  medicine  rotation,  disappear- 
ing on  a three-day  cocaine  bender.  He  was  re- 
ferred to  the  state’s  diversion  program  for 
impaired  physicians,  which  steered  him  to  inpa- 
tient treatment  and  10  months  in  a halfway 
house. 

In  1990,  Daryl  Ellis,  M.D.,  a kid  from  the 
■ Bronx  who  was  the  first  in  his  blue-collar  family 
to  go  to  college,  received  his  medical  degree  - with 
honors. 

Across  the  country,  medical  schools  are  tak- 
ing steps  to  identify  and  treat  students  like  Ellis. 
The  programs  differ  in  format,  but  generally 
share  the  same  goals:  to  provide  compassionate, 
confidential  assistance  to  impaired  students  as 
early  as  possible  in  their  disease  to  ensure  that 
students  who  complete  treatment  programs  can 
continue  their  medical  education  without  stigma 
or  penalty;  and  to  protect  patients  and  others 
from  the  harm  impaired  students  may  cause. 

“More  and  more  of  the  [medical  school]  deans 
are  becoming  sensitive  to  this  issue,”  says  C. 
Douglas  Talbott,  M.D.,  medical  director  of  the 
! Talbott-Marsh  Recovery  Campus  in  Riverdale, 
Ga.,  which  has  treated  125  medical  students  and 
2,700  physicians.  “Fifteen  years  ago,  nobody  paid 
any  attention  to  it.” 

In  1986,  Congress  mandated  that  all  medical 
schoolsreceivingfederal  funds  establish  programs 
to  help  identify  and  treat  chemically  dependent 
students.  Sixty  percent  of  the  country’s  126  medi- 
cal schools  now  have  such  programs  in  place,  up 
from  25  percent  of  schools  four  years  ago. 

Over  the  last  year,  the  AMA,  Canadian  Medi- 
cal Assn.,  American  Society  of  Addiction  Medi- 


cine and  Assn,  of  American  Medical  Colleges  all 
have  sponsored  half-day  to  day-long  workshops 
on  medical-student-impairment  issues.  The 
AAMC  plans  to  issue  guidelines  this  year  to  help 
the  rest  of  the  nation’s  medical  schools  set  up 
programs 

Addiction  specialists  estimate  that  at  least 
one  in  10  Americans  is  chemically  dependent,  and 
studies  show  medical  students  fare  no  better  than 
the  general  population.  Like  Dr.  Ellis,  who  abused 
marijuana  for  years  before  turning  to  cocaine  in 
medical  school,  most  impaired  medical  students 
begin  using  drugs  or  alcohol  long  before  medical 
training  starts. 

Regardless  of  how  well  treatment  programs 
work,  addiction  remains  a chronic,  relapsing  dis- 
ease, and  recovery  requires  lifelong  effort,  AMN 
notes. 

After  graduating  with  honors,  Dr.  Ellis  was 
accepted  into  an  emergency  medicine  residency 
on  the  East  Coast  on  the  condition  that  he  submit 
to  random  urine  tests.  Earlier  this  year,  he  tested 
positive  for  cocaine.  He  was  suspended  from  the 
residency  and  steered  to  treatment  at  the  Talbott- 
Marsh  Recovery  Center.  He  plans  to  complete  the 
program  and  try  again. 

AMA  Announces  Service  for  Physicians 
and  Practices  Seeking  Short-Term, 

Locum  Tenens  Opportunities 

The  AMA  offers  a service  for  physicians  looking 
for  short-term  positions  and  for  practices  recruit- 
ing temporary  replacements.  AMA’s  Locum 
Tenens  Service  provides  recruiters  and  physi- 
cians with  the  widest  possible  exposure  through 
listing  locum  tenens  positions  in  AMA’s  Opportu- 
nity Placement  Register  and  through  presenting 
abbreviated  curricula  vitae  of  physicians  in  AMA’s 
Physician  Placement  Register.  Complete  physi- 
cian curricula  vitae  can  be  ordered  through  the 
Service  by  practices  seeking  locum  tenens  physi- 
cians. Physicians  can  also  request  profiles  of 
practices  offering  locum  tenens  positions. 

For  more  information  about  the  AMA’s  Locum 
Tenens  Service,  please  contact  AMA’s  Physicians 
Career  Resource,  American  Medical  Association, 
P.O.  Box  10012,  Chicago,  IL  60610,  or  call  800/ 
955-3565. 
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VASCULAR  LABORATORIES  OF  DELAWARE 

NONINVASIVE  VASCULAR  LABORATORY 


701  Foulk  Road 
Suite  IF 

Wilmington,  DE  19803 

(302)  368-1130 


Glasgow  Medical  Center 
2600  Summit  Bridge  Road 
Suite  213 

Newark,  DE  19702 

(302)  836-9838 


Medical  Arts  Pavilion 
Suite  112 

4745  Stanton-Ogletown  Road 
Newark,  DE  19713 

(302)  368-1130 


NONINVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 

Extracranial  carotid  and  vertebral  arteries 
Abdominal  aorta  and  its  visceral  branches 
Arterial  system  of  the  upper  and  lower  extremities 
Venous  system  of  the  upper  and  lower  extremities 


Bruce  A.  Fellows,  M.D.  (Director)  Billie  Gray,  R.N.,  R.V.T. 

Mark  S.  Rosenbloom,  M.D.  Doreen  Mahoney,  L.P.N. 


MINOR  SURGERY  CENTER 


Emergency  and  Elective  Same-Day  Surgery 


NO  FACILITY  CHARGE 

Subcutaneous  Cysts  and  Tumors  Ingrown  Toenails 

Lymph  Node  Biopsy  Ischio-Rectal  Abscess 

Plantar  Warts  Pilonidal  Abscess  or  Sinus 

Thrombosed  Hcmmorhoids 

Hours:  9:00  a.m.  - 5:00  p.m.,  Monday  - Friday 

Amir  Mansoory,  M.D.,  F.A.C.S.  Shah  Morovati,  M.D.,  F.A.C.S. 

324  E.  Main  Street 
Newark,  DE  19711 

Telephone  737-4116  Fax  737-5082 

737-4990 


Breast  Biopsy 
No-Scalpel  Vasectomy 
Cutaneous  Lesions 
Benign  and  Malignant 


EDITORIAL 


Certainty  Is  Expensive 


jast  evening  the  peace  and  quiet  of  our  home  was 
I iroken.  I sensed  it  when  my  wife  sought  me  out  in 
ny  den.  If  this  was  anything  like  last  time  (and 
he  time  before),  this  was  going  to  cost  me  — 
>robably  an  hour,  maybe  two.  No,  it  was  not  a 
ddney  stone,  or  an  intruder  in  our  home  or  a 10- 
)0und  weight  gain  from  holiday  indiscretions. 
She  stated  it  right  up  front  — “My  checkbook 
loesn’t  balance.” 

Month  in  and  month  out  her  checkbook  bal- 
ance agrees  with  her  bank  statement.  She  is  no 
mathematical  wizard,  but  she  is  a very  smart 
woman  and  absolutely  meticulous  about  keeping 
track  of  expenditures.  So  once  or  twice  a year 
when  things  don’t  balance,  I know  it  is  not  going 
to  be  easy  to  find  the  error.  Usually  the  variance 
is  trivial  — often  less  than  a dollar.  If  we’re  lucky, 
it  is  a round  number  - $10  or  $200.  Then  I know 
pretty  much  where  to  look.  But  usually  it  isn’t, 
and  that  means  a lot  of  work. 

But  why  this  fuss  about  balancing?  Why  not 
just  take  the  bank’s  word  for  it,  mark  down  the 
new  balance  and  go  on  from  there?  The  bank 
doesn’t  make  mistakes.  Or  do  they?  Ah,  there’s 
the  rub.  They  do,  and  so  do  we.  And  as  any 
accountant  will  hasten  to  tell  you,  there  can  be 
offsetting  errors,  and  then  you’re  into  the  real 
never-never  land.  The  accounts  have  to  balance! 
That’s  all  there  is  to  it.  But  have  you  ever  stopped 
to  think  that  90  percent  of  the  time  and  effort  is 
devoted  to  reconciling  the  last  one  percent  of  the 
money?  Certainty  is  expensive. 

Every  year  I get  annual  reports  from  any 
company  I hold  stock  in  - slick  paper,  four  color, 
beautifully  laid  out.  Now  that  I am  involved,  so  to 


speak,  in  the  publishing  business  I have  an  idea 
what  that  costs.  I look  for  it  in  vain  in  the  balance 
sheet.  It  should  be  right  up  there  with  the  CEO’s 
compensation  and  stock  options,  but  it’s  not. 
Nevertheless  it  amazes  me  that  the  whole  point  of 
this  exercise  is  to  demonstrate  that  the  books 
balance.  The  company  earned  $1,375  per  common 
share  after  taxes  and  is  paying  out  22  percent  in 
dividends.  The  books  always  balance.  Even  when 
the  assets  and  liabilities  run  into  billions  of  dol- 
lars, they  balance  — to  the  penny.  But  you’d  better 
believe  that  costs  something.  If  we  were  content  to 
keep  the  books  as  plus  or  minus  one  percent  we 
could  fire  most  ofthebookkeepingand  accounting 
staff.  Certainty  is  expensive. 

If  I want  to  know  how  my  editorial  writing  is 
coming  along  I can  call  six  doctors  at  random  and 
ask  what  they  thought  of  last  month’s  effort.  One 
says  “I  never  read  that  stuff.”  Two  others  are  more 
polite.  They  say  they  haven’t  gotten  around  to 
reading  it  yet.  Of  the  remaining  three,  one  says 
“Great,”  one  says  “OK,”  and  one  says  “Terrible.”  If 
I want  greater  detail  and  certainty  than  that,  I 
can  run  an  opinion  poll.  That  involves  selection  of 
a truly  representative  sample,  anywhere  from 
100  to  500  phone  calls,  carefully  worded  ques- 
tions, follow-up  tests  of  those  not  reached  or  who 
refused  to  answer.  In  the  end,  I find  that  it  is  not 
16.7  percent  of  doctors  who  think  I’m  doing  well, 
but  15.16  percent  with  a 95  percent  confidence 
limit  and  a Standard  Error  of  0.06  percent.  That 
is  a firm  number  but  if  I want  greater  confidence, 
that  is  a bigger  study,  more  money  and  more  time. 
I can  get  pretty  close  with  six  calls,  but  the  more 
certain  I want  to  he,  the  more  it's  going  to  cost. 
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When  I was  taking  care  of  sick  people  in  the 
late  1940s,  50s  and  early  60s,  my  general  ap- 
proach was  much  like  the  six  phone  calls.  If  a man 
called  me  and  said,  “Doc,  my  wife  had  a shaking 
chill  this  evening  and  when  I checked  her  tem- 
perature, it  was  103°,”  of  course  I asked  a few 
questions:  Is  her  throat  sore?  Is  she  coughing? 
How  often  does  she  have  to  urinate?  How  are  her 
bowels?  If  it  were  late  in  the  evening,  I could  order 
an  antibiotic  and  see  her  in  the  morning.  If  it 
turned  out  that  we  were  dealing  with  a very 
unusual  presentation  of  Hodgkins  disease  or  a 
bronchogenic  carcinoma  with  pneumonia  behind 
it,  we  would  find  out  in  due  time,  make  the 
appropriate  studies  and  take  appropriate  action. 
Now  in  1992,  with  “wrongful  diagnosis”  leading 
the  hit  parade  of  the  malpractice  attorneys,  and 
the  Feds  and  other  insurers  holding  a stop-watch 


on  our  diagnostic  efforts,  and  with  our  attempts  tc 
hospitalize  requiring  a definite  (proven)  diagno- 
sis before  hand,  it’s  a whole  different  ball  game 
Blood  counts,  chemistries  and  x-rays  are  only  the 
beginning.  CAT  and  MRI,  ultrasound  and 
arteriogram,  cultures  and  immunologic  titers  seem 
in  order,  and  all  done  before  morning.  But  there 
is  a price  to  pay.  The  diagnosis  is  certain,  all  right 
but  certainty  is  very  expensive.  If  they  want  to  cut 
the  cost,  they  must  be  willing  to  tolerate  a little 
uncertainty.  And  patients  must  be  made  to  real- 
ize that  when  they  call  the  doctor  in  1991,  as 
opposed  to  1951,  they  put  the  monkey  of  respon 
sibility  for  certainty  squarely  on  the  doctor’s  back. 
They  shouldn’t  complain  if  it  gets  a bit  costly. 

E.  Wayne  Martz,  M.D. 


| Rehabilitation  Consultants,  Inc. 


Robert  Catalano.  M A , l\T 
I Pavel  Chavin.  M D 


SERVICES 

Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 
Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 

TWO  LOCATIONS 

Suite  105,  Springer  Building,  Concord  Plaza, 

34 1 1 Silverside  Road. 

(302)478-5240 

2100  Baynard  Boulevard,  Wilmington 
(302)655-5877 


ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by:  Chrysler  and  GM 
Medicare  ■ BC/BS  ■ Total  Health  Plus 


Anthony  1.  Cucuzzella,  M.D 
Pierre  1 LeRo>  M.D 
liali i \ Monteleone  M.D 


Rehabilitation  Consultants,  Inc.  ■ Since  1970 
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School  Health  Talks  Program 


his  program  started  uith  the  1989-1990  school 
ear  as  my  volunteer  post-retirement  proiect.  Dr. 
lobert  Frelick,  Medical  Director  of  Chronic  Dis- 
ases  of  Delaware  Division  of  Public  Health, 
ecured  for  this  program  the  official  approval  and 
nthusiastic  support  of  Thomas  P.  Eichler,  Secre- 
ary,  Delaware  Department  of  Health  and  Social 
ilervices,  and  of  Paul  R.  Fine,  President,  Dela- 
ware Department  of  Public  Instruction. 

I suggested  nine  subjects  to  be  presented  to 
lassroom-size  groups  in  the  New  Castle  County 
chools,  and  invited  the  teachers  to  request  any 
ther  topics  they  thought  needed.  To  date  there 
ire  22  topics,  and  the  list  will  continue  to  grow. 
Phey  are: 

Smoking 
Alcoholism 
Drug  Abuse 
Sexual  Problems 

- STDs 

- AIDS 

Teenage  Pregnancy 

Teenage  Stress 

Teenage  Suicide 

Fetal  Alcohol  Syndrome 

Testicular  Cancer 

Breast  Self-Examination 

Health  Problems  of  Minorities 

Eating  Disorders:  Anorexia  Nervosa, 

Bulimia,  Obesity 

Cholesterol  and  Diet 

Steroids 

The  Aging  Process 
Nutrition 
Sexual  Abuse 
Date  Rape 

Self  Esteem  and  Self  Assertiveness 
Violence  Prevention 
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Talks  were  originally  scheduled  for  ninth 
through  twelfth  grades.  At  the  request  of  the 
teachers,  they  were  gradually  extended  down  to 
fifth  grade,  and  the  teachers  are  now  asking  that 
they  be  extended  even  lower.  From  the  questions 
asked  me  by  the  younger  students,  I am  con- 
vinced that  the  teachers  are  judging  the  need 
correctly. 

The  classroom  presentation  consists  of  a 10- 
or  15-minute  segment  of  a videotape  on  the  sub- 
ject, followed  by  an  informal  talk  of  the  same 
length,  and  ending  with  a question-and-answer 
period.  I then  invite  any  student  who  has  a 
personal  problem  not  appropriate  for  class  discus- 
sion to  phone  me  at  my  home. 

Response  has  been  gratifying,  with  excellent 
response  from  the  students.  In  the  1989-1990 
school  year  I gave  80  talks,  in  the  1990-1991  year 
234.  It  became  apparent  that  it  was  necessary  to 
institutionalize  this  program  in  order  to  ensure 
its  permanence  and  to  expand  it.  The  Medical 
Society  of  Delaware  has  now  succeeded  in  doing 
this  under  the  leadership  of  Executive  Director 
Mark  A.  Meister  and  Director  of  Professional 
Education  and  Community  Affairs  Laurel  A. 
Haring,  with  an  ad  hoc  physician  committee 
consisting  of  Drs.  Robert  W.  Frelick,  John  M. 
Levinson,  Diana  Dickson-Witmer,  Allston  J. 
Morris,  and  David  Platt.  The  program  has  been 
renamed  “Physicians  and  Educators  for  Improved 
Student  Health.”  Twenty-three  of  the  Medical 
Society’s  members  have  volunteered  to  give  the 
talks.  They  are: 

Charles  Allen,  M.D. 

John  H.  Benge,  M.D. 

V.  Terrell  Davis,  M.D. 

John  J.  Egan,  M.D. 

George  N.  Eriksen,  M.D. 
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Robert  W.  Frelick,  M.D. 

Mark  A.  Glassner,  M.D. 
Robison  D.  Harley,  M.D. 

Calvin  B.  Hearne,  M.D. 

William  J.  Holloway,  M.D. 
Evelyn  P.  Ivey-Davis,  M.D. 
Rebecca  Jaffe,  M.D. 

John  M.  Levinson,  M.D. 

Louisa  C.  Mankin,  M.D. 

Allston  J.  Morris,  M.D. 

David  Platt,  M.D. 

John  C.  Rawlins,  M.D. 

Charles  F.  Richards,  M.D. 
Gerald  Savage,  M.D. 

William  D.  Shellenberger,  M.D. 
William  L.  Sprout,  M.D. 
Richard  H.  Weiss,  M.D. 

Leslie  W.  Whitney,  M.D. 


The  parochial  schools  will  soon  be  include^ 
and  the  program  has  been  extended  to  Kent  ar 
Sussex  Counties.  I will  serve  as  coordinator  an 
will  continue  giving  some  of  the  talks. 

We  have  a serious  problem.  We  have  only  tw 
do  wnstate  volunteers,  Dr.  Charles  Allen  in  Dov* 
and  Dr.  John  Rawlins  in  Seaford.  We  now  appe; 
to  other  downstate  physicians  to  join  us.  We  kno 
that  your  participation  will  be  personally  rewari 
ing;  the  interchange  with  the  students  is  vei 
satisfying.  If  you  wish  to  volunteer,  or  if  you  war 
more  information  about  the  program,  please  cor 
tact  Laurel  A.  Haring  in  the  Medical  Societ 
office. 

David  Platt,  M.I 


An  Orthopaedic  and  Sports  Physical  Therapy  Clinic 

Specializing  in: 


DELAWARE 

SPORTSCARE 


Comprehensive  Orthopaedic  & Sports-specific  Evalua- 
tion and  Rehabilitation  □ Manual  Therapy  □ Back  School 
O Work  Hardening  □ Hand  Therapy  □ Educational 
Seminars  O Hydrotherapy  □ Pre-participation  Examina- 
tions □ Progressive  Individualized  Care  □ Custom  Upper 
and  Lower  Extremity  Orthosis 


68  Omega  Drive,  Building  D,  Newark,  DE  19713 
302-731-9100 

1701  Rockland  Road,  Wilmington,  DE  19803 
302-652-6464 

1210  Peoples  Plaza,  Newark,  DE  19702 
302-836-8710 
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f you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant  information 
x)  Editor , Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE  19806-2166.  Information 
nust  be  received  by  the  first  of  the  month,  two  months  before  publication. 


PHYSICIANS’  HEALTH  COMMITTEE 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physicians’  Health  Committee  wishes 
to  help.  Please  call  302/654-1001.  The  anonymity  of  the  caller  is  assured. 

DOCTORS'  DAY  MARKS  MILESTONE  IN  MEDICAL  PROGRESS 

Just  a century  ago,  people  accepted  the  limitations  of  early  medicine  and,  in  some  cultures,  even  feared 
scientific  advances  that  might  interfere  with  the  "natural"  progression  of  pain  and  sickness. 

One  pioneer  in  medicine  who  believed  that  surgery  could  be  done  without  pain  was  Crawford  W. 
Long,  M.D.,  a surgeon  who  practiced  in  rural  Georgia  in  the  mid-1800s.  Experimenting  with  a mixture 
called  sulfuric  ether,  he  successfully  anesthetized  a patient  to  remove  a neck  tumor  on  March  30, 1842. 
His  patient  would  swear  later  that  he  felt  nothing  and  did  not  realize  the  operation  had  been  completed 
until  he  awoke. 

It  was  this  milestone  in  medical  history  that  became  the  basis  for  celebrating  Doctors’  Day  each  year 
on  March  30  in  medical  institutions  and  communities  across  the  country.  The  first  Doctors'  Day 
observance  was  held  on  March  30, 1933,  by  the  Barrow  County  (Georgia)  Auxiliary  in  Dr.  Long's  honor 
and  to  recognize  the  dedication  and  achievements  of  physicians  like  him. 

This  year,  March  30  will  mark  the  150th  anniversay  of  Dr.  Long's  historic  administration  of  ether 
as  an  anesthetic  for  surgery  in  Jefferson,  Ga.  The  American  Society  of  Anesthesiologists  is  encouraging 
medical  society  auxiliaries,  medical  specialty  organizations,  hospital  administrations  and  community 
groups  to  become  involved  in  special  activities  in  remembrance  of  the  medical  pioneers  of  yesterday  and 
today. 


KENT  GENERAL  HOSPITAL  MEDICAL  STAFF  MEMBER  ACTIVE 
ON  PROJECT  CARE  COALITION 

Robert  Heckman,  M.D.,  is  playing  an  active  role  on  a recently  formed  coalition  to  address  the  needs  of 
Kent  County’s  underserved  and  at  risk  elderly.  Project  CARE  (Community  Action  to  Reach  the  Elderly) 
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is  being  spearheaded  by  Kent  General  Hospital.  Dr.  Heckman  is  a retired  anesthesiologist  who  has 
remained  active  as  chairman  of  Kent  General’s  Ethics  Committee. 

The  coalition,  one  of  only  three  in  Delaware  and  about  150  nationwide,  seeks  to  involve  represen-  ; 
tatives  from  area  businesses,  civic  organizations  and  other  groups  from  around  Kent  County.  Their  task 
is  to  identify  unmet  needs  in  the  area  of  health  promotion  and  disease  prevention  for  seniors  at  risk  of 
losing  their  independence  and  to  develop  a plan  of  action  to  address  these  needs. 

“Using  community  representatives  such  as  Dr.  Heckman  is  an  attempt  to  look  at  elderly  issues  with 
a fresh  perspective.  It  also  serves  to  keep  a local  focus  on  the  outcomes,”  says  Julie  Fisher,  R.N.C.,' 
coalition  coordinator. 

Anyone  with  questions  or  comments  about  Project  CARE  can  call  Julie  Fisher,  R.N.C.  at  674-7135; 
or  contact  Dr.  Heckman  directly. 


MAGEE  HOSTS  THIRD  ANNUAL  STROKE  CONFERENCE 
FOR  HEALTH  CARE  PROFESSIONALS 

Magee  Rehabilitation  Hospital  has  announced  plans  for  its  third  Annual  Stroke  Conference.  This  year’s 
conference,  “Stroke  Recovery;  Advances  in  Rehabilitation,”  will  feature  nationally  known  stroke 
rehabilitation  expert,  Dr.  Paul  Bachy-Rita  of  the  University  of  Wisconsin  - Madison  Medical  School. 

The  conference  will  be  held  at  the  Adam’s  Mark  Hotel  on  City  Avenue  in  Philadelphia  on  Friday,  May 
15,  1992.  Two  pre-conference  seminars  will  be  offered  on  Thursday,  May  14.  Approximately  300  allied 
health  professionals  from  over  20  states  are  expected  to  attend. 

The  conference  also  features  presentations  by  over  30  clinical  experts,  including  Magee’s  stroke 
rehabilitation  professionals.  Attendees  can  select  from  a broad  range  of  topics  including  dysphagia 
management,  incontinence  treatment  strategies,  and  functional  cognitive  retraining. 

For  more  information  about  the  conference,  please  call  the  Magee  Infoline  at  215/587-3400. 


WILMINGTON  SURGEON  RECEIVES  STATEWIDE  COMMUNITY  SERVICE  AWARD 
FROM  AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION 

A member  of  the  Medical  Center  of  Delaware's  trauma  team  and  teaching  staff,  Dr.  Diana  Dickson- 
Witmer,  Wilmington,  recently  received  the  American  Medical  Women’s  Association’s  statewide  1991 
community  service  award  for  her  outstanding  work  in  the  interest  of  public  health  issues  including 
AIDS-awareness,  cancer  education  and  women’s  choice.  Dr.  Dickson-Witmer  received  this  honor  at 
AMWA’s  national  annual  meeting  in  Dallas,  where  the  organization  recognized  medical  professionals 
of  excellence  from  across  the  country. 

Dr.  Dickson-Witmer  serves  on  several  health-issues-oriented  committees  includingthe  Coalition  for 
Choice  Advisory  Committee,  AIDS  Advisory  Task  Force,  Advisory  Council  to  the  Division  of  Public 
Health  and  the  American  College  of  Surgeons’  Committee  on  Trauma.  She  also  sits  on  many  of  the 
Medical  Center  of  Delaware’s  committees,  including  the  Breast  Cancer  Task  Force  and  the  Strategic 
Planning  Committee  on  AIDS.  In  addition  to  chairing  the  School  Health  Committee  of  the  Medical 
Society  of  Delaware,  she  also  is  a member  of  its  Public  Laws,  Legislative  Action,  and  Environmental  and 
Public  Health  Committees.  Dr.  Dickson-Witmer  is  also  a member  of  the  board  of  directors  of  Planned 
Parenthood  of  New  Castle  County. 

HUNTINGTON  S DISEASE  SUPPORT  GROUP 

There  is  a Delaware  Huntington's  disease  support  group  for  affected  individuals  and  their  families.  It 
meetson  the  third  Saturday,  each  month,  11a.m.  to  1 p.m.  at  the  Christiana  Hospital,  Room  1200.  Please 
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all  this  to  the  attention  of  any  of  your  patients  who  might  find  it  relevant.  For  more  information,  contact 
Tieresa  Sporay  at  302/656-8661  (home)  or  302/424-5230  (work)  or  Mary  Ellen  McNair  302/836-0499 
fter  6 p.m. 

:CM  SIXTH  ANNUAL  REVIEW  AND  UPDATE 

Critical  Care  Medicine  92,  Hyatt  Regency  Hotel,  Washington,  DC,  April  22-26,  1992,  co-sponsored  by 
he  Foundation  for  Advanced  Education  in  the  Sciences/National  Institutes  of  Health,  Society  of  Critical 
)are  Medicine,  and  Rush-Presbyterian-St.  Luke's  Medical  Center  (Chicago).  Thirty-five  Category  1 
redit  hours.  Outstanding  faculty.  Registration  $695;  single  day  $195.  Further  information  phone  201/ 
185-8080. 


mi  TECHNOLOGY  ASSESSMENT  CONFERENCE: 

METHODS  FOR  VOLUNTARY  WEIGHT  LOSS  AND  CONTROL 

March  30-April  1,  1992,  Masur  Auditorium,  The  Warren  Grant  Magnuson  Clinical  Center,  National 
institutes  of  Health,  Bethesda,  Maryland.  The  purpose  of  this  conference  is  to  reach  agreement  on 
nethods  for  voluntary  weight  loss  and  control;  it  is  open  to  the  public.  This  conference  will  bring  together 
specialists  with  expertise  in  obesity,  clinical  nutrition,  nutrition,  metabolism,  behavior,  exercise 
ohysiology,  and  other  disciplines.  To  register,  contact  Conference  Registrar,  Prospect  Associates,  Suite 
500,  1801  Rockville  Pike,  Rockville,  Maryland  20852;  301/468-MEET;  fax  301/770-5164. 


NEW  MSD  LIAISONS  AND  REPRESENTATIVES 

The  following  are  changes  to  the  list  of  liaisons  and  representatives  reported  in  last  month's  Journal : 
Physicians  Emeritus  of  Delaware  - V.  Terrell  Davis,  M.D. 

AIDS  Advisory  Task  Force,  Division  of  Public  Health,  State  of  Delaware  - Alfred  E.  Bacon  III,  M.D. 


OSTEOPOROSIS 


R.  Meckelnburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 
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More  on  Pay  and  Play 

Physician  Contribution  to  Health  Care  Reform 


I want  to  personally  thank  the  members  of  the 
Medical  Society  of  Delaware  who  have  re- 
sponded to  my  previous  article  about  Governor 
Castle’s  proposals  relating  to  health  care  re- 
form in  Delaware.  Many  of  your  response  shave 
been  quite  emphatic,  and  I can  assure  you  that 
they  have  been  taken  seriously  in  our  delibera- 
tions regarding  the  proposed  surcharge  on  phy- 
sician licensing  fees  by  both  the  Society’s  offic- 
ers and  Board  of  Trustees. 

When  I spoke  of  the  surcharge  on  physi- 
cians in  the  February  issue  of  the  Delaware 
Medical  Journal , I simply  described  the  prob- 
lems and  proposed  some  suggestions  to  discour- 
age this  discriminatory  tax  toward  physicians. 
The  Board  of  Trustees  has  authorized  an  alli- 
ance with  the  Association  of  Delaware  Hospi- 
tals. In  addition,  we  have  appointed  an  ad  hoc 
committee  to  meet  with  the  Association  of  Dela- 
ware Hospitals  about  not  only  this  surcharge, 
but  also  the  1 percent  provider  assessment  on 
the  net  proceeds  of  the  state’s  hospital  s,  labora- 
tories and  other  outpatient  health  centers.  It  is 
quite  obvious  that  while  the  health  care  access 
proposals,  Medicaid  expansion  and  insurance 
reform  are  worthwhile  and  laudable,  the  posi- 
tion ofthe  Medical  Society  is  thatthegovernor’s 
proposed  method  for  financing  these  initiatives 
is  inappropriate,  discriminatory  and  counter- 
productive at  best.  We  feel  that  the  1 percent 
tax  on  hospital  net  revenue,  along  with  the 
fairly  significant  annual  surcharge  on  physi- 


cian license  fees,  will  accomplish  little  more 
than  aggravate  the  current  shifting  of  health 
care  costs  to  those  currently  paying  society’s 
health  care  bill. 

On  March  19,  1992,  Governor  Castle  made 
a speech  in  Wilmington  on  economic  develop- 
ment. At  that  time,  he  referred  to  this  tax  as  a 
dedicated  tax,  stating  that  the  revenue  it  gen- 
erates will  be  placed  in  a Health  Care  Trust 
Fund  to  be  used  only  for  health  care  programs. 
He  further  stated  that  it  would  generate  an 
additional  $3  million  from  the  federal  govern- 
ment, also  to  be  included  in  the  Health  Care 
Trust  Fund.  Governor  Castle  also  said  that  all 
the  money  raised  will  be  dedicated  solely  to  the 
expansion  of  health  care  services  and  will,  in 
most  instances,  revert  to  those  who  paid  for  it 
originally.  I have  a great  deal  of  difficulty 
understanding  this  concept.  He  further  pro- 
posed that  these  new  health  care  services  will 
be  aimed  at  prevention  and  serving  our  indi- 
gent population,  therefore  cutting  the  cost  of 
uncompensated  care  that  the  general  public 
and  the  hospitals  now  pay  for. 

We  are  also  being  told  by  Governor  Castle 
that  this  is  a tax  that  creates  such  an  extra- 
ordinary dividend  that  it  is  something  that 
medical  providers  can  most  certainly  afford  to 
live  with,  and  something  that  our  businesses 
and  children  cannot  afford  to  live  without.  I feel 
that  this  statement  is  completely  without  basis 
and  suggests  that  we,  as  health  care  providers, 
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are  doing  nothing  at  all  to  help  with  the  care  of 
the  uninsured  and  underinsured.  This  is  com- 
pletely untrue,  as  evidenced  by  several  active 
programs  within  the  Medical  Society. 

The  Access  to  Health  Care  Committee 
formed  by  Dr.  Ali  Hameli  has  been  actively 
pursuing  means  of  increasing  access  to  health 
care  and  recruiting  primary  care  physicians  in 
the  state.  The  Access  to  Health  Care  Subcom- 
mittee has  recently  submitted  an  exciting  and 
well-thought-out  proposal  to  expand  the  Model 
Health  Care  Delivery  Pilot  Project  under  con- 
sideration by  the  Delaware  Health  Care  Com- 
mission. 

Hopefully,  these  proposals  will  be  given  due 
consideration.  We  are  planning  to  meet  with 
the  secretary  of  Health  and  Human  Services  to 
further  discuss  this  proposal. 

I am  hoping  that  shortly  we  will  be  able  to 
conclusively  show  that  we  have  a significantly 
high  percentage  of  physicians  who  are  volun- 
tarily participating  in  the  Medicaid  program  in 
our  state,  and  I hope  to  be  able  to  promote,  wdth 
the  concurrence  of  our  Board  of  Trustees,  a 
program  titled  “The  Order  of  Merit,”  which  will 
specifically  identify  and  note  those  physicians 
who  are  voluntarily  participating  in  the  treat- 
ment of  the  under-  and  uninsured  in  Delaware, 


showing  again,  despite  the  popularly  held  po- 
litical opinion  to  the  contrary,  that  physicians 
are  very  much  interested  in  providing  care  to 
the  medically  indigent. 

A perhaps  even  more  disturbing  note  is  the 
fact  that  the  increase  in  the  annual  licensing 
fee  that  is  being  proposed  for  physicians  will  not 
go  directly  to  support  the  Medical  Practice 
Board,  but  will  rather  go  into  a professional 
regulatory  fund.  Our  Board  of  Trustees  has 
already  signified  that  this  increase  in  the  li- 
censingfee  cannot  possibly  be  supported  unless 
we  are  assured  that  this  goes  directly  to  the 
Medical  Practice  Board  in  support  of  its  activi- 
ties. 

I can  assure  you  that  your  Medical  Society 
officers  are  keeping  a daily  surveillance  of  the 
activities  affecting  the  physicians  in  our  Soci- 
ety and  that,  along  with  continued  constructive 
comments  from  our  membership  and  the  com- 
mitted support  of  our  Board  of  Trustees,  we  will 
continue  to  support  increased  access  to  health 
care  for  the  medically  indigent,  but  cannot,  in 
good  faith,  support  this  proposed  “sales  tax  on 
the  sick.”  Please  continue  to  share  your  con- 
structive comments  with  us  regarding  the  ac- 
tivities of  our  Society. 


“Being  a patient  advocate 
is  what  being  a physician  is 
all  about.” 

Dr  Kevin  Fullin,  Cardiologist.  Kenosha.  Wisconsin. 

Member.  American' Medical  Association 

Why  would  a cardiologist  get  involved  in  the  issue  of 
family  violence?  Perhaps,  because  what  he  saw  simply 
cried  out  for  action. 

"Fully  a third  of  all  women's  injuries  coming  into  our 
emergency  rooms  are  no  accident,"  says  Dr.  Fullin. 

While  others  were  content  to  downplay  the  issue  of 
family  violence,  Dr  Fullin  would  not.  He  petitioned 
state  officials,  and  through  his  efforts  the  first  Domestic 
Violence  Advocate  Program  in  his  state  was  created. 

"Organized  medicine  must  serve  as  an  advocate  for 
patients,"  stressed  Dr.  Fullin. 

The  American  Medical  Association  (AMA)  couldn't 
agree  more.  We're  committed  to  focusing  physician 
attention  on  the  issue  of  family  violence. 

Become  a member  of  the  AMA  today. 

Members  of  ihe  AMA  are  encouraged  lo  join  their  stale,  county  and  specialty  societies 


American  Medical  Association 

I'Iivmi  iaiis  dedicated  In  I he  health  nf  America 
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Current  Concepts  in  the 
Management  of  Rheumatoid  Arthritis 

Nancy  G.  Murphy,  M.D. 


INTRODUCTION 

Rheumatoid  arthritis  (RA)  is  a chronic  systemic 
disease  of  unknown  etiology  manifested  prima- 
rily by  inflammatory  arthritis  of  peripheral 
joints,  most  commonly  in  a symmetric  distribu- 
tion. The  disease  affects  approximately  1 per- 
cent of  the  United  States  population.  It  occurs 
in  females  two  to  three  times  more  frequently 
than  in  males.  RA  can  be  seen  at  any  age  but 
tends  to  peak  between  the  fourth  and  sixth 
decades.  Rheumatoid  factor,  an  autoantibody 
directed  at  portions  of  human  immunoglobulin, 
is  present  in  the  serum  in  up  to  80  percent  of 
patients  with  RA.  There  is  a genetic  predisposi- 
tion towards  development  of  the  disease:  most 
patients  with  RA  are  HLA  DR-4  or  HLA  DR-1 
positive. 

In  1958,  the  American  Rheumatism  Asso- 
ciation (ARA)  developed  the  first  set  of  diagnos- 
tic criteria  for  RA.  Patients  were  subdivided 
into  those  with  possible  RA,  which  required 
meeting  two  of  11  specified  criteria;  probable 
RA,  which  required  the  presence  of  three  crite- 
ria; or  classic  RA,  in  which  patients  had  to 
demonstrate  seven  of  the  stated  11  criteria.1 
Since  then,  rheumatologists  have  developed  a 
greater  understanding  of  the  disease  processes 
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which  are  associated  with  inflammatory  arthri- 
tis. In  retrospect,  most  patients  classified  as 
havingpossibleorprobable  RA,  whoonly  needed 
to  meet  two  or  three  of  the  11  stated  criteria, 
probably  did  not  have  the  disease,  but  rather 
may  have  had  other  forms  of  arthritis,  such  as 
seronegative  spondyloarthritis  or  even 
osteoarthritis. 

Because  of  the  inclusion  of  patients  who 
probably  did  not  have  RA  in  early  studies,  in  the 
1960s  and  1970s  the  prognosis  was  felt  to  be 
good.  For  example,  the  1980  edition  of  Harrison’s 
Textbook  of  Medicine  describes  only  10  percent 
of  RA  patients  as  having  a relentless,  crippling 
disease.  Twenty  percent  were  felt  to  undergo 
complete  remissions  or  have  mild  disease  not 
requiring  medical  attention.  Seventy  percent 
were  described  as  having  varying  degrees  of 
joint  damage  but  able  to  continue  to  function  at 
work  and  in  the  home.2 

Rheumatologists,  however,  found  that  the 
prognosis  of  their  patients  with  documented, 
chronic  RA  was  significantly  worse,  and  in  1987 
the  ARA  revised  the  criteria  for  RA.  According 
to  this  revision  a patient  must  have  four  or  more 
of  the  following  seven  criteria  in  order  to  be 
classified  as  having  true  RA:3 

1)  Morning  stiffness  for  at  least  one  hour 
and  present  for  at  least  six  weeks. 

2)  Swelling  of  three  or  more  joints  for  at 
least  six  weeks. 

3)  Swelling  of  wrists,  metacarpophalan- 
geal or  proximal  interphalangeal  joints 
for  six  or  more  weeks. 

4)  Symmetric  joint  swelling. 
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5)  Hand  roentgenogram  changes  typical 
of  RA  that  must  include  erosions  or 
unequivocal  bone  decalcification. 

6)  Rheumatoid  nodules. 

7)  Serum  rheumatoid  factor  by  a method 
positive  in  less  than  5 percent  of  normals. 

Using  these  stricter  diagnostic  criteria,  re- 
cent studies  demonstrate  that  RA  patients  have 
a higher  mortality  rate  than  controls  and  are  at 
a high  risk  for  progressive  disability  over  time. 
Pincus  et  al  studied  markers  for  early  mortality 
in  their  RA  population  in  Tennessee4  and  dem- 
onstrated that  patients  with  severe  disease 
(involving  30  or  more  joints)  or  extra-articular 
manifestations  of  RA,  such  as  cardiovascular 
involvement,  have  a five-year  mortality  of  40  to 
45  percent.  This  study  and  a variety  of  others 
looking  at  mortality  in  RA  patients  have  also 
documented  that  the  average  RA  patient’s  life 
span  is  decreased  by  five  to  10  years.  Yelin  et  al 
also  evaluated  work  disability  in  chronic  RA. 
They  found  that  50  percent  of  working  RA 
patients  had  to  quit  within  10  years  after  the 
diagnosis  of  their  illness;  patients  with  the  most 
physically  demanding  occupations  were  most 
likely  to  become  work-disabled.5 

DRUG  THERAPY 

Drug  therapies  for  the  treatment  of  RA  can  be 
divided  into  four  categories:  1)  standard  first- 
line  drugs  such  as  salicylates  and  nonsteroidal 
anti-inflammatory  drugs  (NSAIDs),  which  have 
been  used  for  many  years  for  the  treatment  of 
RA;  2)  corticosteroids;  3)  disease-modifying 
antirheumatic  drugs  (DMARDS),  such  as  gold, 
antimalarials,  and  penicillamine,  which  slow 
progression  of  disease  and  are  associated  with 
improvement  of  serologic  indicators  of  inflam- 
mation; 4)  a group  of  experimental  therapies 
which  are  presently  undergoing  further  evalu- 
ation in  controlled  trials  to  determine  their  role 
in  the  treatment  of  RA  (Table  1). 

To  assess  the  adequacy  of  therapy  for  RA 
and  to  determine  which  of  these  four  categories 
of  drugs  should  be  used,  it  is  important  to  follow 
serially  both  subjective  and  objective  param- 
eters. One  of  the  most  important  of  these  is  the 
patient’s  functional  self-assessment.  However, 


• Standard  First-Line  Drugs 

Salicylates* 

- NSAIDs* 

• Corticosteroids* 

• DMARDs 

Hydroxychloroquine* 

Injectable  gold* 

Oral  gold* 

D-Penicillamine* 

Methotrexate* 

Sulfasalazine 

• Cytotoxic  DMARDs 

Azathioprine* 

Cyclophosphamide 

Chlorambucil 

• Experimental  therapies 

Fish  and  plant  oils 
Hormonal  manipulation 
Total  nodal  irradiation 
Cyclosporine 
Gamma  interferon 
Monoclonal  antibodies 
Cytokine  and  cytokine  inhibitors 

Table  1.  Drug  therapies  for  rheumatoid 
arthritis 

*FDA  approval  for  use  in  RA 


there  are  patients  who  complain  very  little  of 
pain  and  yet  have  a slow  downhill  course  lead- 
ing to  permanent  disability.  Therefore,  objec- 
tive parameters  m ust  also  be  monitored  to  verify 
the  efficacy  of  therapy.  In  clinical  trials  of  drug 
therapy  in  RA,  the  number  of  involved  joints 
(joint  counts),  functional  assessments  such  as 
Activities  of  Daily  Living  questionnaires,  grip 
strength,  walk  time,  and  duration  of  morning 
stiffness  are  used  to  monitor  activity  of  disease. 
Laboratory  and  radiographic  criteria  should 
also  be  followed,  includingthe  erythrocyte  sedi- 
mentation rate,  rheumatoid  factor  titer,  and 
radiographic  evaluation  of  joints. 

Salicylates  and  NSAIDs 

According  to  the  classic  approach,  salicy- 
lates and  NSAIDs  are  first-line  agents  in  the 
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treatment  of  RA.  These  drugs  are  thought  to  act 
by  inhibiting  the  enzyme  cyclooxygenase  and 
preventing  the  formation  of  inflammatory  pros- 
taglandins. While  most  patients  obtain  symp- 
tomatic relief  with  NSAIDs  alone,  many  will 
continue  to  have  active  synovitis  and  ongoing 
joint  damage.  NSAIDs  may  have  DMARD  like 
activity,  however,  in  a small  subset  of  RA  pa- 
tients.6,7 

Patients  taking  NSAIDs  have  a 1 to  2 per- 
cent per  year  risk  of  serious  gastrointestinal 
bleeding  which  requires  hospitalization;  for 
patients  with  RA  who  may  be  on  NSAIDs  at 
high  doses  for  20  or  30  years,  the  risk  of  a 
serious  bleed  can  approach  60  percent.  To  mini- 
mize this  risk,  nonacetylated  salicylates  have 
been  advocated  as  first-line  anti-inflammatory 
agents.8  If  these  fail  and  other  NSAIDs  are 
required,  consideration  should  be  given  to  add 
ing  misoprostol  therapy  to  protect  against  gas- 
tric ulceration.9  Patients  on  NSAIDs  should 
also  be  monitored  periodically  for  hepatic  and 
renal  toxicity. 

Corticosteroids 

Corticosteroids  have  been  used  for  many 
years  in  the  treatment  of  RA.  Their  role  has 
been  debated  because  of  multiple  long-term 
toxicities.  Flares  of  RA  do  respond  well  to  short 
courses  of  mini  pulse  corticosteroids. 10  They  have 
been  found  to  be  very  effective  in  treating 
patients  who  have  overlap  syndromes  with 
polymyalgia  rheumatica  or  remitting  seronega- 
tive symmetric  polyarthritis.  Additionally,  they 
are  frequently  used  as  bridge  therapy  before 
DMARDs  take  effect.  If  a patient  becomes  cor- 
ticosteroid dependent,  it  is  best  to  try  to  taper  to 
the  lowest  possible  dose,  preferably  under  10 
mg  per  day.  Patients  on  chronic  corticosteroids 
should  receive  calcium  supplementation  be- 
cause of  the  known  osteoporotic  side  effects  of 
cortisone. 

DMARDs 

Due  to  the  now  recognized  increase  in  mor- 
tality and  progressive  disability  in  RA,  many 
investigators  are  currently  advocating  more 
aggressive  treatment  with  DMARDs.11  u When 
used  early  these  drugs  are  thought  to  be  effec- 
tive in  preservingjoint  function  and  perhaps  in 


slowing  the  radiographic  progression  of  dis- 
ease. Because  the  pannus  found  in  rheumatoid 
joints  shares  some  of  the  features  of  tumors, 
including  rapid  growth,  lack  of  contact  inhibi- 
tion, synthesis  of  cell-potentiating  growth  fac- 
tors, and  invasion  of  cartilage  and  bone,  it  has 
been  suggested  that  treatment  of  RA  should  be 
similar  to  cancer  therapy:  multiple  potent  drugs 
should  be  given  early  in  the  course  of  the  illness 
before  the  inflammatory  cells  become  resistant 
to  drug  intervention.12  Studies  have  in  fact 
documented  that  DMARDs  are  effective  over  a 
six-month  to  two-year  period  when  used  rela- 
tively early  in  the  course  of  the  disease.  How- 
ever, although  patients  frequently  achieve  a 
good  initial  response  to  a given  DMARD,  there 
is  often  a decrease  in  efficacy  over  a several- 
year  period.  Because  of  this,  Fries  et  al  all  have 
suggested  that  DMARDs  should  be  cycled  at 
the  first  signs  of  loss  of  efficacy  to  prevent 
disease  progression.12  There  are  no  controlled 
studies  demonstrating  that  a single  DMARD  is 
able  to  modify  the  course  of  RA  in  groups  of  RA 
patients  over  a long-term  period. 

Hydroxychloroquine 

Hydroxychloroquine,  a synthetic  antima- 
larial  agent,  has  been  used  for  many  years  in 
the  treatment  of  RA  and  is  considered  to  be  the 
least  toxic  of  the  standard  DMARDs.  The  aver- 
age therapeutic  dose  is  200  mg  p.o.  b.i.d.,  and  a 
response  can  be  seen  in  up  to  60  percent  of 
patients.  The  drug  is  slow  acting  and  requires 
three  to  six  months  of  therapy  before  beneficial 
effects  are  seen.  Its  mechanism  of  action  in  RA 
is  poorly  understood.  It  has  been  thought  to 
stabilize  lysosomal  membranes  of  inflamma- 
tory cells  and  to  inhibit  the  action  of  various 
enzymes,  including  collagenase  and  hyaluroni- 
dase. 

Hydroxychloroquine  is  generally  well  tol- 
erated. The  most  frequent  side  effects  include 
bloating,  cramps,  nausea,  and  diarrhea.  Long- 
term therapy  can  result  in  graying  and  dryness 
of  the  skin  and  hair.  Rarely,  patients  complain 
of  headache,  lethargy,  or  myopathy.  Anti- 
malarials  can  cause  pigmentary  stipplingofthe 
macula  and  retina  with  visual  field  defects,  an 
uncommon  but  worrisome  side  effect.  It  is  rec- 
ommended that  patients  receive  a complete 
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ophthalmologic  exam  with  visual  field  testing 
to  a red  test  object  before  beginning  therapy, 
and  every  six  months  thereafter.  Eye  toxicity  is 
more  common  with  chloroquine  but  is  rare  with 
the  low  doses  of  hydroxychloroquine  used  to- 
day. 

Intramuscular  Gold 

Intramuscular  gold  is  a DMARD  with  proven 
efficacy  in  RA  patients.  Several  studies  have 
documented  slowing  in  the  rate  of  bony  ero- 
sions on  gold  therapy.  The  reported  response 
rate  has  varied  from  40  to  85  percent.  Patients 
are  given  a test  dose  of  10  mg  IM  on  week  one, 
25  mg  on  week  two,  and  then  maintained  on 
weekly  50  mg  injections  until  a total  of  1 gram 
of  gold  has  been  administered  or  until  toxicity 
or  major  improvement  develops. 

Common  side  effects  of  gold  therapy  in- 
clude dermatologic  disorders,  which  can  vary 
from  minor  pruritus  to  life-threatening  rashes, 
and  stomatitis.  Transient  eosinophilia  is  seen 
in  about  5 percent  of  patients,  and  thrombo- 
cytopenia and  leukopenia  in  5 percent.  Serious 
bone  marrow  aplasia/aplastic  anemia  is  rare, 
but  may  be  life-threatening.  Proteinuria  occurs 
in  up  to  10  percent  of  patients  receiving  gold. 
This  is  usually  mild  and  reversible  upon  with- 
drawal of  the  drug,  although  the  nephrotic 
syndrome  and  rarely,  renal  failure  do  occur. 
Patients  receiving  intramuscular  gold  should 
be  monitored  with  weekly  complete  blood  counts 
and  urinalyses  and  monthly  renal  function  tests 
and  liver  function  tests. 

Intramusculargold  is  available  in  two  forms: 
sodium  aurothiomalate  and  aurothioglucose. 
With  both  forms,  but  especially  with  aurothio- 
malate, there  are  two  types  of  post  injection 
reactions.  The  nitritoid  type  reaction  occurs 
immediately  after  the  gold  injection  and  is 
characterized  by  vasomotor  dysfunction  with 
weakness,  dizziness,  nausea,  and  vomiting.  A 
slower,  non-vasomotor  type  of  injection  reac- 
tion, consisting  of  fatigue,  malaise,  arthralgia, 
and  myalgia,  can  occur  several  hours  to  several 
days  post-injection  in  up  to  15  percent  of  pa- 
tients receiving  aurothiomalate. 

Oral  Gold 

Oral  gold  (auranofin)  has  also  recently  be- 
come available  for  the  treatment  of  RA.  Most 


studies  have  shown  that  it  is  not  as  effective  as 
injectable  gold  but  has  less  renal  and  hemato- 
logic side  effects.  Oral  gold  is  associated  with  a 
higher  frequency  of  gastrointestinal  side  ef- 
fects, especially  diarrhea,  but  also  nausea,  vom- 
iting, anorexia,  and  abdominal  cramping.  Ap- 
proximately 5 to  10  percent  of  the  patients 
discontinue  oral  gold  due  to  diarrhea.  The  usual 
starting  dose  is  3 mg  p.o.  b.i.d.,  with  a maximal 
dose  of  9 mg  per  day. 

Penicillamine 

This  has  been  shown  in  several  studies  to  be 
as  effective  as  gold  in  slowing  the  rate  of  bony 
erosions.  It  is  a slow-acting  drug  which  takes 
two  to  three  months  to  work,  with  a maximum 
effect  at  six  months.  Patients  are  started  on  125 
to  250  mg  per  day  and  slowly  increased  by  125 
mg  to  250  mg  increments  every  eight  weeks  as 
needed  to  a dosage  not  to  exceed  1000  mg  per 
day  in  divided  doses.  The  side  effects  of  penicil- 
lamine are  similar  to  those  seen  with  gold  and 
include  nephrotic  syndrome,  leukopenia  and 
thrombocytopenia,  a variety  of  skin  rashes, 
hepatitis,  and  pancreatitis.  Penicillamine  can 
also  induce  a variety  of  autoimmune  syndromes, 
including  Goodpastures  syndrome  and  systemic 
lupus  erythematosis.  Hypogeusia  frequently 
develops  in  patients  on  penicillamine  but  usu- 
ally resolves  spontaneously.  Patients  should  be 
monitored  with  weekly  complete  blood  counts 
and  urinalyses  for  the  first  six  months,  followed 
bv  monthly  studies  for  the  duration  of  therapy. 

Methotrexate 

MTX  is  an  old  drug  which  is  experiencing 
increasing  popularity  in  the  treatment  of  RA.  A 
folic  acid  antagonist,  MTX  acts  by  bonding  with 
dihydrofolate  reductase,  which  leads  to  inhibi- 
tion of  DNA  synthesis  and  consequent  limita- 
tion of  cellular  proliferation.  Current  recom- 
mendations for  its  use  in  RA  are  that  the  drug 
be  used  in  low  weekly  oral  dosing  regimens, 
usually  starting  at  5 to  7.5  mg  per  week,  with  a 
gradual  increase  by  2.5  mg  increments  every 
six  weeks  to  a maximum  of  20  mg  per  week. 

One  reason  for  its  newfound  popularity  is 
that  it  appears  to  be  the  fastest  acting  of  the 
DMARDs;  improvement  can  be  seen  by  three  or 
four  weeks. 15  Additionally,  it  is  quite  well  toler- 
ated, and  its  efficacy  is  maintained  for  longer 
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than  most  other  DMARDs.  Up  to  50  percent  of 
patients  are  able  to  continue  MTX  with  good 
response  at  five  years  as  compared  to  10  per- 
cent of  patients  on  other  DMARDs.16  Radiologic 
progression  has  been  documented  to  occur  dur- 
ing MTX  therapy.17  One  recent  study,  however, 
suggests  that  the  rate  of  bony  erosion  is  dra- 
matically slowed  with  MTX  therapy  al- 
though not  completely  prevented.18 

The  most  common  side  effects  associated 
with  MTX  use  are  nausea,  vomiting,  anorexia, 
diarrhea,  and  stomatitis.  These  can  occur  in  up 
to  50  percent  of  patients  but  are  generally  mild 
in  nature.  Gastrointestinal  side  effects  usually 
respond  to  dosage  reduction  or  to  the  addition  of 
folate  therapy. 

MTX  causes  mild  transient  elevations  of 
liver  function  tests  in  20  to  30  percent  of  pa- 
tients. The  incidence  of  serious  fibrosis  and 
cirrhosis  of  the  liver  in  RA  patients  on  MTX  is 
unknown.  Some  investigators  recommend  a 
liver  biopsy  when  the  total  dose  has  reached  1.5 
grams  or  every  two  to  three  years  while  on  MTX 
therapy.  The  incidence  of  serious  liver  disease 
in  RA  patients  appears  to  be  much  less  common 

I than  that  seen  in  oncology  patients  and  may  be 
as  low  as  1 percent.19  The  incidence  of  acute  and 
chronic  liver  toxicity  with  MTX  may  be  dose 
related  and  likely  to  correlate  best  with  the 
magnitude  of  the  weekly  dosage.20  Thus,  care 
should  be  taken  to  administer  the  drug  in  the 
lowest  possible  dose. 

Myelosuppression  with  increased  risk  of 
infection  occurs  in  less  than  5 percent  of  pa- 
tients; rarely,  hypersensitivity  reactions, 
pneumonitis,  and  deterioration  of  renal  func- 
tion are  seen.  Patients  receiving  MTX  should  be 
monitored  with  biweekly  complete  blood  counts, 
serum  creatinine,  liver  function  tests,  and  uri- 
nalyses until  a stable  dose  is  reached,  with 
monthly  monitoring  thereafter. 

Sulfasalazine 

Sulfasalazine  is  also  being  used  increas- 
ingly in  the  treatment  of  RA.  It  appears  to  have 
an  efficacy  similar  to  thatofhydroxychloroquine 
or  gold.  The  usual  initial  dose  is  500  mg  p.o. 
b.i.d.,  with  gradual  increases  of  500  mg  each 
week  to  a total  of  2 to  3 grams  per  day.  Maximal 
effect  is  achieved  in  two  to  four  months.  The 


side  effects  of  sulfasalazine  include  nausea, 
vomiting,  and  dyspepsia,  which  can  occur  in  up 
to  30  percent  of  patients  but  usually  are  rela- 
tively minor  in  severity.  Use  of  an  enteric, 
coated  tablet  may  limit  gastrointestinal  toxic- 
ity. Headaches,  dizziness,  minor  pruritus,  and 
drug  rashes  are  common;  severe  hypersensitiv- 
ity syndromes,  including  Stevens-Johnson  syn- 
drome, have  also  been  reported.  Pancytopenia, 
leukopenia,  thrombocytopenia,  and  nephrotic 
syndrome  are  other  uncommon  but  severe  side 
effects.  Monitoring  should  include  monthly  com- 
plete blood  count,  urinalysis,  serum  creatinine, 
and  liver  function  tests. 

Cytotoxic  Drugs 

Cytotoxic  drugs,  such  as  cyclophos- 
phosphamide  and  chlorambucil,  have  been  used 
in  RA  but  should  be  reserved  for  patients  with 
life-threatening  extra-articular  disease  because 
of  their  documented  association  with  secondary 
malignancies.  Azathioprine  has  also  been  used 
in  the  treatment  of  RA  and  has  a response  rate 
similar  to  the  other  DMARDs.  Common  side 
effects  include  nausea,  vomiting,  stomatitis, 
and  cytopenias.  There  is  also  the  possibility  of 
an  increased  i’isk  for  secondary  lymphomas  and 
leukemia. 

A recent  meta-analyses  by  Felson,  Ander- 
son, and  Meenan  examined  the  comparative 
efficacy  and  toxicity  of  second-line  drugs  in  the 
treatment  of  RA.21  This  study  found  that  all 
DMARDs  were  significantly  better  than  pla- 
cebo and  thathydroxychloroquine  was  the  weak- 
est of  the  DMARDs,  followed  by  auranofin. 
MTX,  injectable  gold,  d-penicillamine,  and 
sulfasalazine  all  had  comparable  efficacies.  In 
the  toxicity  portion  of  the  study,  injectable  gold 
was  found  to  be  the  most  toxic  drug  with  the 
highest  dropout  rate  due  to  toxicity.  Antima- 
larial  drugs  and  oral  gold  had  relatively  low 
toxicity  rates. 

There  have  been  a number  of  trials  combin- 
ing two  of  the  standard  DMARDs.  Most  have 
failed  to  show  an  increase  in  efficacy  by  combin- 
ing two  drugs.  Csuka  et  al  were  able  to  docu- 
ment increased  efficacy  using  a combination 
regimen  of  cyclophosphamide,  azathioprine,  and 
hydroxychloroquine  in  patients  with  intrac- 
table RA.  However,  there  was  a high  incidence 
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of  secondary  malignancies  in  patients  receiving 
this  regimen.22  Currently,  there  are  a number 
of  ongoing  controlled  trials  usingfour-  and  five- 
drug  combination  therapies  in  patients  with 
refractory  RA.  The  benefit  to  toxicity  ratio  for 
these  regimens  remains  to  be  determined. 

EXPERIMENTAL  THERAPIES 

Several  experimental  therapies  have  been 
shown  to  produce  good  response  rates  in  the 
treatment  of  RA.  Subcutaneously  administered 
gamma  interferon  produces  response  rates  in 
about  40  to  50  percent  of  RA  patients  after  one 
year  of  therapy.23  However,  there  seems  to  be  a 
loss  of  efficacy  of  the  drug  over  time;  in  one 
study,  after  two  years  only  10  to  20  percent  of 
patients  obtained  enough  symptomatic  relief  to 
continue  with  therapy.23  Although  the  drug 
was  associated  with  transient  fevers,  chills, 
nausea,  and  malaise,  it  was  otherwise  well 
tolerated.  Usually  these  side  effects  were  not 
severe  enough  to  stop  the  drug.'23 

Cyclosporine,  an  immunoregulatory  drug 
used  primarily  in  transplant  patients,  was  ini- 
tially administered  to  RA  patients  at  doses  of  5 
to  10  mg  per  kilogram  per  day.  This  produced 
unacceptable  nephrotoxicity.  More  recent  stud- 
ies have  used  doses  of  3 to  4 mg  per  kg  per  day 
with  demonstrated  efficacy  in  30  to  40  percent 
of  patients.  However,  over  time,  even  with  the 
low-dose  regimen,  a significant  percentage  of 
patients  have  developed  renal  dysfunction, 
which  is  sometimes  irreversible  even  after 
discontinuation  of  the  drug.  Because  of  this 
renal  toxicity,  cyclosporine  is  not  widely  used  in 
the  treatment  of  RA.24 

Total  lymph  node  irradiation  is  reserved  for 
patients  with  refractory  RA  and  is  associated 
with  a response  in  the  majority  of  these  pa- 
tients. However,  there  is  a substantial  risk  for 
serious  infection  in  post-irradiation  periods, 
and  deathshave  been  reported  with  thistherapy. 
Additionally,  over  time  a number  of  patients 
with  initial  responses  have  had  flares  of  their 
disease  and  have  needed  the  addition  of  stan- 
dard DMARDs.  Thus  the  value  of  lymph  node 
irradiation  is  unclear;  this  treatment  should  be 
reserved  for  those  patients  with  intractable 
disease.25 


The  role  of  hormones  in  the  development 
and  treatment  of  RA  has  long  been  debated.  It 
is  well  known  that  women  are  two  to  three 
times  more  likely  than  men  to  develop  RA. 
Additionally,  RA  frequently  improves  during 
pregnancy.  Clinical  improvement  has  been  re- 
ported in  patients  with  RA  treated  with  oral 
contraceptives.  Patients  on  oral  contraceptives 
may  be  at  decreased  risk  for  the  development 
for  RA,  although  studies  addressing  this  ques- 
tion have  yielded  conflicting  results.  One  re- 
cent study  suggested  that  males  with  RA  may 
be  relatively  testosterone  deficient  and  may 
benefit  from  testosterone  replacement.26 

Plant  and  fish  oils  are  also  being  evaluated 
in  the  treatment  of  RA.  Both  contain  com- 
pounds which  compete  with  arachidonic  acid 
and  alter  prostaglandin  profiles  toward  the 
formation  of  less  inflammatory  prostaglandins. 
Preliminary  studies  have  shown  significant 
improvement  in  joint  swelling,  morning  stiff- 
ness, and  overall  patient  assessment,  but  the 
oils  do  not  lower  the  erythrocyte  sedimentation 
rate  or  rheumatoid  factor  titer.27  The  effect  of 
these  oils  on  preventing  progression  of  bony 
erosions  and  deformities  is  also  unknown.  They 
do  appear  to  be  very  safe  agents;  the  only  noted 
side  effects  are  mild  diarrhea  and  abdominal 
bloating.  These  agents  may  offer  a less  toxic 
way  of  altering  harmful  prostaglandin  levels 
than  traditional  therapy.28 

The  newest  and  most  exciting  potential 
therapies  for  RA  are  the  biologies,  agents  de- 
signed to  block  the  activation  of  the  immune 
system  of  RA  patients  at  the  cellular  level.  In 
order  to  understand  their  proposed  mechanisms 
of  action,  it  is  necessary  to  understand  the 
current  theories  about  the  role  of  the  immune 
system  in  the  genesis  of  RA29  (Figure  1). 

The  initial  event  which  triggers  RA  is 
thought  to  be  the  interaction  of  the  RA-produc- 
ing  antigen  with  an  antigen-presenting  cell. 
The  antigen  is  processed  within  the  antigen- 
presenting  cell,  and  antigen  fragments  are  then 
displayed  on  the  cell  surface  in  connection  with 
Major  Histocompatibility  (MHC)  molecules. 
When  the  CD4-positive  lymphocyte  which  rec- 
ognizes that  particular  antigen  comes  in  con- 
tact with  this  antigen  fragment,  it  binds  to  the 
antigen  via  its  T cell  receptor  and  becomes 
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Figure  1.  Activation  of  the  immune  system  in  Rheumatoid  arthritis. 


activated.  Once  the  CD4  cell  is  activated,  it 
secretes  cytokines  such  as  gamma  interferon 
and  interleukin-2,  which  stimulate  in  a nonspe- 
cific manner  other  macrophages,  and  both  T 
and  B lymphocytes.  The  activated  macroph- 
ages also  produce  a series  of  cytokines,  includ- 
ing interleukin-1,  which  can  cause  damage  to 
cartilage  and  bone  via  the  release  of  potent 
enzymes  such  as  collagenase.  Interleukin-2  also 
results  in  the  recruitment  of  further  inflamma- 
tory cells  into  the  already  inflamed  synovium. 
The  activated  macrophage  contributes  to  the 
differentiation  of  B cells  into  plasma  cells,  which 
then  produce  rheumatoid  factor.  Immune  com- 
plex deposition  takes  place  with  complement 
activation  and  further  amplification  of  the  in- 
flammatory process. 

Biologic  therapies  are  designed  to  block  this 
process  at  various  steps  throughout  the  inflam- 
matory cascade.  Strategies  being  evaluated  to 
decrease  the  initial  T cell  activation  include  1) 
antibodies  to  block  MHC  receptors;  2)  anti-T 
cell  receptor  antibodies;  3)  interruption  of  cell 
adhesion  molecules;  and  4)  production  of  artifi- 
cial antigen  fragments  to  block  the  binding  site 
of  the  RA  antigen.  There  are  also  ongoing  trials 
evaluating  the  use  of  antagonistic  cytokines, 
such  as  antibodies  to  interleukin-1. 

Early  trials  with  some  of  these  biologic 
mediators  are  underway,  but  this  type  of  therapy 
should  be  considered  strictly  experimental. 
Preliminary  trials  using  anti-CD4  monoclonal 
antibodies  in  RA  patients  have  shown  transient 


but  significant  improvement  in  the  erythrocyte 
sedimentation  rate,  rheumatoid  factor,  num- 
ber of  affected  joints,  and  patient  symptoma- 
tology.30 These  antibodies  must  be  given  intra- 
venously and  are  associated  with  chills,  fever, 
and  rash.  Several  patients  have  developed  hu- 
man mouse  antibodies.  The  long-term  effective- 
ness of  anti-CD4  monoclonal  antibodies  remains 
to  be  determined.  These  biologic  manipula- 
tions, however,  may  offer  a totally  new  ap- 
proach to  the  treatment  of  RA  in  the  very  near 
future. 
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Video-Assisted  Thoracic  Surgery: 
Our  First  20  Cases 


Allen  L.  Davies,  M.D. 
D.  Bruce  Panasuk,  M.D. 


Thoracoscopy,  the  examination  of  the  pleural 
space,  was  first  performed  in  1910  by  H.  C. 
Jacobaeus  of  Stockholm,  Sweden.14  Employing 
local  anesthesia,  a trocar  was  placed  into  the 
pleural  space.  A cystoscope  then  was  inserted, 
the  pleural  space  was  examined,  and  biopsies 
were  taken  without  performing  a thoracotomy. 
This  technique  was  essentially  forgotten  for  the 
next  60  years,  except  for  its  occasional  use  for 
lysis  of  pleural  adhesions  in  tuberculosis  pa- 
tients undergoing  pneumothorax  therapy. 

Recent  advances  in  technology  now  allow 
the  introduction  of  tiny  video  cameras  into 
small  cavities,  affording  the  surgeon  excellent 
visualization.  These  video  techniques  have  been 
refined  by  gynecologic,  general,  and  orthopedic 
surgeons,  who  have  pioneered  minimally 
invasive  surgical  procedures  with  a dramatic 
decrease  in  operative  morbidity.  The  field  of 
thoracic  surgery  lends  itself  to  these  techniques, 
because  there  is  a large  cavity  to  work  in  and 
single-lung  anesthesia  now  is  performed  rou- 
tinely, which  allows  exposure  and  a nonventi- 
lated,  or  “quiet,”  operative  field. 

Materials  and  Methods 

The  charts  of  our  first  20  patients  who  under- 
went video-assisted  thoracic  surgery  at  the 
Medical  Center  of  Delaware  were  reviewed. 

Dr.  Davies  is  a Clinical  Professor  of  Surgery  at  Jefferson 
Medical  College  of  Thomas  Jefferson  University  of  Phila- 
delphia. Dr.  Davies  and  Dr.  Panasuk  are  both  members  of 
the  Section  of  Thoracic  Surgery,  Department  of  Surgery, 
The  Medical  Center  of  Delaware,  Wilmington,  Delaware. 


This  group  was  comprised  of  nine  men  and  11 
women.  Twelve  pleural  procedures,  primarily 
biopsies,  seven  parenchymal  resections  and  one 
mediastinal  procedure  (resection  of  a pericar- 
dial cyst)  were  performed.  Although  video-as- 
sisted thoracic  surgical  procedures  can  be  per- 
formed under  local  anesthesia,  we  feel  that 
general  anesthesia,  if  able  to  be  tolerated,  is 
superior,  both  for  patient  comfort  and  safety 
and  because  it  allows  complete  control  of  venti- 
lation, which  affords  the  surgeon  a quiet  opera- 
tive field. 

Following  induction  of  anesthesia,  a double- 
lumen endotracheal  tube  is  inserted,  and  its 
position  is  confirmed  by  physical  examination 
or  bronchoscopy.  The  patient  then  is  placed  in 
the  lateral  decubitus  position  and  prepped  and 
draped  as  if  a thoracotomy  were  to  be  per- 
formed. The  chest  surgical  instruments  are 
prepared  and  ready  for  use  in  case  any  indica- 
tion for  open  thoracotomy  should  arise.  The 
video  camera,  which  is  identical  to  that  used  for 
laparoscopy,  is  inserted  using  an  open  tech- 
nique, similar  to  the  insertion  of  a chest  tube. 
The  fifth  or  sixth  intercostal  space  in  the 
midscapular  line  usually  is  used  as  the  first 
camera  port  because  both  the  anterior  upper 
lobe  and  the  posterior  lower  lobe  can  be  visual- 
ized. Routinely,  two  or  three  other  ports  are 
used,  depending  on  the  location  of  the  “target 
lesion.”  Occasionally,  one  of  the  ports  is  en- 
larged to  allow  finger  palpation  to  locate  a more 
deeply  placed  parenchymal  lesion. 

Lesions  of  the  visceral  or  parietal  pleura 
are  biopsied  directly  with  instruments  similar 
to  bronchoscopic  or  laryngeal  biopsy  forceps. 
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Patient 

Age  Sex  Race 

Svnoosis  of  Problem 

Procedure 

Final  Diagnosis 

Postop 

Hospital 

Stav  Comment 

1 

76 

M 

W 

Pleural  effusion  thoracentesis 
X2  neg.;  needle  biopsy  negative 

Video- assisted 
pleural  biopsy 

Malignant  mesothelioma 

7 days 

Pleural  sclerosis 
with  Tetracycline 

2 

79 

F 

W 

Nodule,  RML  on  CXR 

Video-assisted 
wedge  resection 

Chronic  inflammation 
tuberculosis 

3 days 

None 

3 

74 

M 

w 

Nodule,  RML  on  CT  and  CXR 

Video-assisted 
wedge  resection, 
thoracotomy/ 
lobectomy 

Moderately 

differentiated 

adenocarcinoma 

6 days 

Negative  nodes 

4 

77 

F 

w 

Pleural  effusion  with 
negative  cytologies 

Video-assisted 
pleural  biopsy 

Chronic  inflammatory 
pleuritis 

3 days 

None 

5 

61 

F 

w 

RUL  mass,  CT  biopsy,  small 
cell  CA,  poor  PFTs, 
Hemangioma  of  liver 

Video-assisted 
lysis  of  adhesions 

No  formal  pathology  sent 
Normal  pleura 

2 days 

No  pleural 
implants;  disease 
is  contained 

6 

49 

F 

w 

Lesion  RUL,  on  CXR,  CT, 
adhered  to  chest  wall 

Video-assisted 
removal  of 
pleural  tumor 

Benign  fibrous  plaque 

1 day 

None 

7 

65 

M 

w 

Recurrent  pleural  effusion  on 
CXR,  CT,  thoracentesis  negative 

Video-assisted 
pleural  biopsy 

Malignant  mesothelioma 

2 days 

None 

8 

37 

F 

o 

Recurrent  pneumothorax 

Video-assisted 
scarification  of 
pleura 

No  pathology  sent 
Normal  pleura 

2 days 

Contra  lateral 

pneumothorax 

postop 

9 

64 

VI 

w 

Chronic  pleural  effusion 
negative  cytologies 

Video- assisted 
pleural  biopsy 

Malignant  mesothelioma 

2 days 

None 

10 

51 

F 

w 

RML  nodule 

Video-assisted 
wedge  resection 

Adenocarcinoma 

2 days 

History'  of  breast 
cancer  with 
negative  nodes 

1 1 

76 

M 

w 

Large  pleural  effusion 

Video-assisted 
pleural  biopsy 

Metastatic  CA 

2 days 

History  of 
prostatic  CA; 
patient  expired 
of  disease 

12 

31 

M 

w 

RLL  nodule,  recurrent;  had 
LLL  mass  in  1990 

Video-assisted 
wedge  resection 

Metastatic  malignant 
spindle  cell  sarcoma 

2 days 

History'  of 
sarcoma,  1990; 
had  chemo- 
therapy 

13 

66 

M 

w 

Pleural  effusion,  infiltrate 
LLL 

Video-assisted 
pleural  biopsy 

Chronic  pleuritis  w ilh 
fibrosis,  interstitial 

3 days 

Bronchoscopy, 
negative  X 2 

14 

75 

F 

w 

Lung  lesion  on  CXR 

Video-assisted 
sub-total 
resection,  I.UL 

Adenocarcinoma,  LUL 

2 days 

No  mediastinal 
nodes  noted 

15 

52 

M 

w 

Undiagnosed  pleural  effusion 

Video- assisted 
parietal,  pleura 
biopsy 

Malignant  mesothelioma 

1 day 

None 

16 

73 

F 

w 

Densities,  faint  nodularities 

Video-assisted 
lung  biopsy 

Interstitial  pneumonitis 

3 days 

None 

Table  1.  Video-assisted  thoracic  surgery:  our  first  20  cases  (continued  on  facing  page) 
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Postop 

Patient 

Age  Sex  Race  Synopsis  of  Problem 

Procedure 

Final  Diaenosis 

Hospital  Stay  CohU'P'pt 

17 

43 

M W Chronic  LLL  infiltrative 

Video-assisted 

Benign  pleural  fibrosis 

2 days 

Cirrhosis, 

process 

wedge  resection 

diabetes 

18 

75 

F W Anterior  mediastinal  mass 

Video-assisted 

Pericardial  cyst 

1 day 

Recent  weight 

resection  of 
pericardial  cyst 

loss 

19 

53 

F W Pleural  effusion 

Video  assisted 

Chronic  pleuritis. 

1 day 

Nonproductive 

pleural  resection 

cultures  pending 

cough;  thora- 
centesis, negative 

20 

23 

M W Lung  density 

Video-assisted 

Hodgkins  lymphoma 

2 days 

History  of 

wedge  resection 

Hodgkins 

lymphoma 

M 

= 

Male 

LLL 

Left  upper  lobe 

F 

Female 

LLL 

Left  lower  lobe 

W 

= 

White 

CA 

Carcinoma 

O 

= 

Oriental 

CXR 

Chest  x-ray 

RUL 

Right  upper  lobe 

CT 

Computed  tomogra 

phy 

RML 

= 

Right  middle  lobe 

PFT 

Pulmonary  function  test 

RLL 

= 

Right  lower  lobe 

Table  1.  Video-assisted  thoracic  surgery:  our  first  20  cases 


Lesions  of  the  lung  are  resected  using  multiple 
applications  of  an  Endo  GIA,  a 30  mm  stapling 
device,  or  by  using  regular  staplers  through 
incisions  enlarged  up  to  two  inches.  When  the 
procedure  is  completed,  a chest  tube  is  placed  if 
a parenchymal  lesion  was  resected  or  if  subse- 
quent pleural  sclerosis  is  indicated  for  trouble- 
some recurrent  effusions.  Other  pleural  or 
mediastinal  procedures  do  not  routinely  re- 
quire chest  tube  drainage.  Postoperatively,  those 
patients  with  pulmonary  or  cardiac  risk  factors 
may  be  observed  overnight  in  the  intensive  care 
unit,  but  in  general  patients  are  cared  for  on  the 
regular  floor  service. 

Representative  Case  Reports 

Case  2 A 79-year-old  white  woman  pre- 
sented with  an  asymptomatic  pe- 
ripheral pulmonary  nodule  of  the 
right  middle  lobe.  She  had  a smok- 
ing history  of  60  pack-years.  Video- 
assisted  wedge  resection  of  the  right 
middle  lobe  nodule  revealed  benign 
granulomatous  disease.  The  patient 
was  discharged  on  the  third  postop- 
erative day. 


upper  lobe  mass.  She  denied  chest 
pain  and  had  a smoking  history  of 
30  pack-years.  Video-assisted  visu- 
alization of  the  right  pleural  space 
revealed  a typical  chest  wall  pleu- 
ral fibroma,  which  was  resected  and 
was  found  to  be  benign.  The  patient 
was  discharged  on  the  first  postop- 
erative day. 

Case  16  A 73-year-old  white  woman  had  pro- 
gressive interstitial  pneumonitis  for 
two  years.  Bronchoscopy  and  all 
cultures  and  skin  tests  were  nor- 
mal. A chest  radiograph  demon- 
strated bilateral  interstitial  pneu- 
monitis. The  patient  underwent 
video-assisted  wedge  resection  of 
the  left  upper  lobe.  A chest  tube  was 
inserted  for  24  hours,  and  she  was 
discharged  on  the  second  postop- 
erative day.  Pathologic  examina- 
tion of  the  resected  specimen  re- 
vealed typical  interstitial  pneumo- 
nia, with  no  evidence  of  granuloma 
or  malignancy. 


Case  18  A 70-year-old  white  woman  pre- 
Case  6 A 49-year-old  white  woman  pre-  seated  with  an  asymptomatic  ante- 

sented  with  an  asymptomatic  right  rior  mediastinal  mass  of  undeter- 
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Figure  1.  X-ray  of  Case  1 demonstrating  bilateral 
interstitial  disease. 

mined  etiology.  Video-assisted  sur- 
gery revealed  a cystic  mass  which 
was  confirmed  by  intraoperative  as- 
piration. The  cyst  was  resected  and 
the  patient  was  discharged  on  the 
first  postoperative  day  with  mini- 
mal pain.  Achest  tube  was  not  used. 

Results 

Tissue  specimens  for  pathologic  examination 
were  obtained  in  all  cases.  In  two  pleural  biop- 
sies, only  nonspecific  inflammation  was  noted. 
Exclusion  of  carcinoma  or  granulomatous  dis- 
ease allowed  treatment  with  steroids  to  be  em- 
ployed. The  patient  in  whom  wedge  resection 
revealed  a squamous  cell  carcinoma  (Patient  3, 
Table  1)  went  on  to  formal  thoracotomy  and 
right  upper  lobectomy  at  the  time  of  diagnosis, 
with  no  delay  incurred. 


There  were  no  instances  of  wound  infec- 
tion, hemorrhage,  perioperative  cardiopulmo- 
nary complications,  or  missed  diagnosis  in  this 
series.  There  were  no  deaths.  One  patient  de- 
veloped a unrelated  atypical  pneumonitis. 

The  average  hospital  stay  of  the  patients 
who  underwent  pleural  procedures  was  two 
days,  excluding  those  in  whom  pleural  sclerosis 
was  performed,  as  this  procedure  necessitates 
an  indwelling  chest  tube  for  four  days  for  opti- 
mal treatment.  The  average  hospital  stay  for 
the  patients  who  underwent  pulmonary  resec- 
tions, either  tumor  resection  or  wedge  resection 
for  diagnosis  was  two  and  one-half  days.  The 
patient  who  underwent  resection  of  the  pericar- 
dial cyst  was  discharged  on  the  first  postopera- 
tive day.  Based  on  the  national  average  length 
ofhospital  stay  oftwo  days  of  intensive  care  and 
five  days  of  floor  care  for  open  thoracotomy 
patients,  this  technique  saved  12  ICU  days  and 
29  floor  days.  This  translates  to  a savings  in 
room  cost  alone  of  $30,000. 

Discussion 

Video-assisted  thoracic  surgical  procedures  are 
both  diagnostic  and  therapeutic.  We  have  been 
able  to  make  a precise  pathologic  diagnosis  in 
all  cases,  whether  the  disease  was  pleural, 
parenchymal,  or  mediastinal. 

The  need  for  the  formal  thoracotomy  or 
sternotomy  incision  has  always  been  the  major 
drawback  of  thoracic  surgery.  The  acute  and 
chronic  pain  secondai'y  to  the  obligatory  spread- 
ing of  the  ribs  cannot  be  denied  and  is  the  cause 
of  the  high  morbidity  in  these  patients.  Patients 
with  poor  pulmonary  function  and  marginal 
cardiac  reserve  are  often  declared  inoperable 
and  are  thereby  deprived  of  any  benefit  that 
might  be  obtained  from  precise  diagnosis  and 
staging  of  their  disease.  We  feel  that  this  tech- 
nique will  prove  to  be  beneficial  in  this  group  of 
patients. 

Precise  diagnosis  is  often  needed  in 
immunocompromised  patients,  most  of  whom 
can  nottolerateopen  biopsy.  Video-assisted  tech- 
niques may  be  of  great  help  in  these  cases. 

As  more  experience  is  gained  and  this  in- 
strumentation improves,  we  believe  that  more 
major  pulmonary  and  mediastinal  procedures 
will  be  performed  with  this  technique,  with  far 
less  morbidity  and  mortality.  Pericardial  win- 
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Figure  2.  CAT  scan  of  Case  2 demonstrating  apparent  right  upper  lobe  mass. 


Figure  3.  Intraoperative  photo  of  Case  3 demonstrating  chest  wall  and  staple  line  after  resection  of 
pulmonary  lesion. 
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Figure  4.  CAT  scan  of  Case  4 demonstrating  anterior  mediastinal  mass. 


dows,  sympathectomy,  and  eventually  esopha- 
geal and  vascular  procedures  are  also  quite 
possible. 

Summary 

Video-assisted  thoracic  surgery  has  been  per- 
formed in  20  patients  at  the  Medical  Center  of 
Delaware.  Operations  included  seven  pulmo- 
nary wedge  resections,  one  mediastinal  proce- 
dure, and  12  pleural  procedures.  In  all  cases,  a 
definitive  diagnosis  was  made  or  the  lesion  was 
removed.  One  postoperative  atypical  pneumo- 
nia occurred.  One  patient  whose  wedge  resec- 
tion proved  to  be  squamous  cell  carcinoma  on 
frozen  section  underwent  a formal  thoracotomy 
and  lobectomy.  Estimated  savings  in  the  eight 
patients  who  formerly  would  have  undergone  a 
thoracotomy  incision  is  estimated  at  $30,000 
for  room  cost  alone.  We  foresee  a markedly 
expanded  role  for  this  technique  in  major  pul- 
monary resections,  esophageal  procedures,  and 
cardiac  surgery  in  the  near  future. 
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A Doctor  in  Her  House 


Bernadine  Z.  Paulshock,  M.D. 


He’s  75  or  80  years  old  now  and  retired  from 
private  practice,  although  there  are  still  lots  of 
patients  and  physicians  in  our  suburban  com- 
munity who  remember  Dr.  M well.  When  the 
local  newspaper  published  an  article  about  him 
recently,  the  reporter  concentrated  mostly  on 
Dr.  M’s  experience  as  a young  pediatrician  in 
training.  When  he  was  an  intern,  polio  epidem- 
ics were  rampant,  and  the  Boston  hospitals 
were  filled  with  “iron  lungs.”  He  remembers 
when  Franklin  Delano  Roosevelt  was  stricken 
with  polio.  He  attended  the  Rome  conference 
where  Jonas  Salk  and  Albert  Sabin  first  talked 
about  their  successful  vaccine  stories. 

And  one  day,  without  especially  trying  to, 
the  pediatrician  Dr.  M made  a true  physician  of 
me.  It  was  a long  time  ago,  only  a few  months 
after  I began  to  practice  internal  medicine.  One 
of  my  patients  called  and  asked  that  I come  see 
her.  She  was  too  ill  to  leave  her  house,  she  said 
— one  of  her  kids  was  sick,  too.  She  thought  it 
was  chickenpox  because  her  other  two  children 
had  recently  had  it.  I wasn't  overjoyed  athaving 
to  make  a home  visit,  but  she  was  a new  patient 
(as  were  all  my  patients),  and  I hoped  to  please 
her,  hoped  even  that  she’d  tell  her  friends  about 
me. 

She  lived  on  a busy  street  where  parking 
may  not  have  been  legal  and  would  certainly 
have  been  dangerous.  I remember  that  I parked 
my  car  in  the  supermarket  lot  that  bordered  her 
backyard  and  walked  around  to  the  front  door, 
which  was  unlocked. 

My  patient  was  in  bed  upstairs.  She  looked 
ill,  but  her  temperature  was  only  101°  (those 

Reproduced  with  permission.  JAMA  1992;267:297.  Copyright 
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were  Fahrenheit  days).  She  had  no  vesicles  or 
pustules  on  her  oral  mucous  membranes,  nor 
any  signs  of  respiratory  tract  involvement.  Her 
neck  was  supple.  She  certainly  had  chickenpox, 
but  the  lesions  seemed  limited  to  her  skin.  Only 
one  of  her  three  little  children  was  sick.  Sucking 
his  thumb,  he  huddled  in  an  armchair  in  her 
room,  clutching  a very  grungy  small  teddy  bear 
and  a torn  blanket  in  one  hand  and  scratching 
steadily  with  his  other.  His  face  was  peppered 
with  chickenpox  and  he  was  scratching  them 
all.  I asked  about  him,  and  she  told  me  her 
pediatrician  was  coming  later  to  check  all  three 
of  the  children.  Dr.  M:  I recognized  his  name 
and  was  impressed. 

The  other  two  kids  were  playing  Pick  Up 
Sticks  at  the  foot  of  her  bed.  I had  never  thought 
of  Pick  Up  Sticks  as  a violent  game,  but  theirs 
was.  I asked  them  to  beat  it  to  another  room  so 
I could  listen  to  their  mother’s  chest,  which  was 
clear,  and  to  her  heart.  She  had  very  mild 
tachycardia,  regular  rhythm,  nothing  of  con- 
cern. 

“Where  is  your  husband?”  I asked.  “You 
really  need  him.” 

“Milwaukee.  Company  business.  He  won’t 
be  home  for  three  more  days.” 

Wilmington,  Delaware,  is  a company  town. 
Its  laboratories  are  always  being  refilled  with 
bright  young  scientists,  often  just  out  of  gradu- 
ate school.  They  come  from  all  over  the  country. 
I had  lived  in  Wilmington  for  a year  or  so  before 
meeting  anyone  who  had  been  born  there.  I 
knew  better  than  to  ask  if  my  patient  had  a 
mother  or  sister  to  help  her.  Obviously  she 
didn’t,  or  they  would  have  been  there  already. 

“Does  your  husband  know  you’re  sick?”  I 
asked. 
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“I  told  him,”  she  replied.  “He  said  he  never 
knew  adults  could  get  childhood  diseases  like 
chickenpox.  He  said  it  must  be  because  my 
mother  and  father  sheltered  me  too  carefully.  I 
guess  they  did.” 

“Aspirin,”  I advised.  (Yes,  I did.  It  was 
routine  then,  and  none  of  us  knew  any  better. ) 
“And  lots  of  fluids  like  fruit  juice.  And  extra 
rest.  The  kids  were  by  now  back  at  their 
ferocious  game.” 

“They  had  it  first,”  she  said.  “Tommy  and  I 
are  the  second  wave.  I do  wish  I had  had 
chickenpox  when  I was  a kid.” 

Kicking  aside  a toy  that  somehow  had  got- 
ten wedged  in  the  door,  I let  myself  out,  re- 
claimed my  car,  and  drove  off.  I felt  a bit  uneasy 
because  I realized  that  what  she  really  needed 
was  not  a doctor  but  a husband  or  a mother.  I 
knew  I was  going  to  feel  guilty  about  billing  her. 

I was  sufficiently  concerned  that  I called 
the  next  day  to  ask  how  she  was.  I was  going  to 
suggest  that  a visiting  nurse  stop  by  to  check  on 
her. 

“I’m  a lot  better  today,”  she  said.  “I  just  gave 
the  kids  a real  lunch  . . . chicken  sandwiches. 
Yesterday  I let  them  eat  cold  cereal  with  marsh- 
mallow paste  on  it.  And  Tommy  is  some  better 
too.  Dr.  M gave  him  medicine  for  his  itching, 
some  samples  he  had  in  his  bag,  and  Tommy’s 
stopped  scratching  his  pox  and  he  also  ate  a 
chicken  sandwich. 

“And  Dr.  M did  something  else  for  us,”  she 
marveled.  “Something  really  great.”  I still  ask 
myself,  was  her  voice  even  the  tiniest  bit  accus- 
ing? I don’t  think  so. 


“After  he  left  here,  Dr.  M walked  over  to  the 
supermarket  and  brought  back  some  groceries: 
milk,  a quart  of  juice,  a barbecued  chicken, 
some  bananas.  I was  so  surprised!  And  he 
wouldn’t  even  let  me  pay  him.  Wasn’t  that 
terrific  of  him?  He  really  is  one  terrific  doctor.” 

Why  hadn’t  I thought  of  getting  supper  for 
her  and  her  kids?  The  idea  of  making  sure  they 
had  some  supper  should  have  occurred  to  me,  a 
mother.  But  it  hadn’t.  I had  been  preoccupied 
with  trying  to  recall  all  I'd  ever  heard  or  read 
about  chickenpox  in  adults.  I knew  the  disease 
made  adults  sicker  than  children,  but  unless 
they  got  pneumonia  or  meningitis  they  usually 
got  better  without  sequelae. 

Dr.  M knew  that  too.  In  fact,  he  knew  more 
about  chickenpox  than  I’ll  ever  know.  But  he 
also  saw  that  the  kids  were  hungry  and  their 
mother  needed  help.  He  fed  them  and  helped 
her. 

And  I did  not. 

My  patient’s  chickenpox  cleared  quickly 
and  left  her  with  no  sequelae,  but  it  did  me.  And 
I’ve  been  a better  physician  for  it.  Years  later, 
I told  Dr.  M about  the  episode.  He  didn’t  even 
remember  it,  but  I do,  and  I always  will. 

Dr.  M began  to  refer  me  his  “outgrown” 
patients.  I was  happy  and  proud  to  get  his 
adolescents,  except  for  the  ones  with  first  or 
middle  names  of  John  or  Johanna,  those  who 
had  been  named  after  him.  They  seemed  too 
uniquely  heavy  a responsibility  and  made  me  a 
little  uncomfortable,  for  I already  knew  I couldn't 
measure  up  to  Dr.  M. 


Stephen  V.  Rapposelli,  PT,  CSCS,  and  Jennifer  A.  Rapposelli,  PT 
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When  a Doctor  Plays  Judge 


David  K.  Isom,  Esq. 


If  you  are  a physician  with  hospital  privileges, 
you  may  also  be  asked  to  be  a judge  on  a hearing 
panel  to  decide  whether  to  recommend  that 
your  colleague’s  clinical  privileges  be  restricted 
or  revoked.  If  you  are  qualified,  you  should 
participate.  Peer  review  is  the  core  of  a hospital’s 
process  of  monitoring  and  improving  quality 
health  care.  Besides,  most  hospital  bylaws  re- 
quire you  to  participate  if  you  want  to  keep  your 
own  privileges. 

But  judging  your  colleague  can  be  emo- 
tional, difficult,  time-consuming,  and  risky.  This 
article  summarizes  the  risks  and  how  to  avoid 
them. 

Peer  review  is  a high-stakes  game.  If  a 
hospital  fails  to  monitor  properly  the  quality  of 
health  care  provided,  patients  may  suffer  and 
the  hospital  risks  liability  for  a doctor’s  mal- 
practice. Several  recent  cases  have  found  hos- 
pitals liable  for  a physician’s  negligence  be- 
cause the  hospital  failed  to  revoke  or  restrict 
privileges  when  proper  peer  review  would  have 
revealed  problems. 

On  the  other  hand,  a restriction  of  privi- 
leges — especially  if  the  physician  is  not  guilty 
of  substandard  practice  — is  devastating  to  the 
physician.  Now  that  privilege  restrictions  must 
be  reported  to  state  and  federal  regulators  and 
to  any  hospital  with  which  the  physician  might 
wish  to  associate,  the  damage  to  a physician’s 
reputation  and  earning  capacity  from  a nega- 
tive peer  review  decision  can  be  catastrophic. 

The  current  rush  of  litigation  arising  from 
peer  review  is  no  surprise.  Recent  court  deci- 

David  K.  Isom  practices  law  in  Salt  Lake  City,  Utah. 


sions  have  expanded  the  rights  of  a physician 
subjected  to  improper  review,  and  therefore 
have  increased  the  risks  to  all  participants  in 
an  improper  peer  review. 

Participants  in  peer  review  are  generally 
immune  from  liability  under  state  and  federal 
law.  “Immunity”  is  not  a promise  that  you 
cannot  be  sued.  It  simply  means  that  neither 
you,  the  hospital,  the  hospital  committees  and 
staff,  the  hospital  board,  nor  any  witnesses  or 
others  who  provide  information  can  be  held 
liable.  But  immunity  for  peer  review  is  limited 
in  three  critical  ways: 

1.  Violations  of  a doctor’s  civil  rights,  such 
as  discrimination  based  on  race,  gen- 
der, age,  religion  or  national  origin,  are 
not  immunized  in  any  way. 

2.  For  all  other  types  of  claims,  the  immu- 
nity simply  means  that  you  cannot  be 
forced  to  pay  money  damages.  It  does 
not  prevent  a judgment  declaring  that 
the  peer  review  was  wrongful  or  a judg- 
ment requiring  the  participants  to  take 
or  not  to  take  certain  actions.  Although 
protection  against  money  damages  pro- 
vides a great  comfort,  a declaration  that 
you  participated  in  improper  peer  re- 
view is  not  a welcome  prospect. 

3.  Immunity  does  not  exist  at  all  if  you  or 
the  other  people  involved  in  the  peer 
review  fail  to  follow  certain  essential 
procedures.  The  real  rub  is  that  the 
improper  acts  of  others  might  jeopar- 
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dize  your  own  immunity.  You  should 
therefore  examine  not  only  your  own 
actions,  but  others’  as  well. 

Immunity  Requirements 

The  conditions  necessary  for  immunity  under 
federal  law  (Health  Care  Quality  Improvement 
Act)  and  under  the  law  of  many  states  are 
summarized  below.  The  failure  of  any  of  these 
conditions  may  expose  you  to  liability. 

Quality  Health  Care 

The  sole  legitimate  motivation  for  peer  review 
is  the  improvement  of  health  care.  The  single 
justifiable  reason  for  restricting  privileges  is 
that  a physician,  directly  or  indirectly,  has 
jeopardized  competent  health  care.  If  any  other 
motivation,  such  as  politics,  animosity,  person- 
ality quirks,  or  financial  or  competitive  con- 
cerns, is  driving  the  process,  you  may  not  be 
immune.  Personality  quirks,  for  example,  can 
affect  quality  health  care,  and  can  raise  legiti- 
mate issues  for  peer  review.  But  peer  review 
driven  by  personality  differences  is  wrongful 
unless  the  personality  issues  demonstrably 
threaten  quality  health  care.  The  riskiest  peer 
reviews  are  always  those  which  arise  from 
personality  or  political  issues.  Insist  that  the 
hearing  focus  on  health  care  issues. 

Facts 

The  person  or  committee  proposing  the  review 
must  have  made  a reasonable  effort  to  obtain 
facts  before  any  action  is  taken  and  before  any 
hearing  is  scheduled.  Once  the  hearing  begins, 
your  job  as  a judge  is  to  decide  whether  the 
charges  are  supported  by  specific  facts  pre- 
sented at  the  hearing.  Absent  a true  emergency 
which  may  immediately  threaten  the  life  or 
health  of  a patient,  no  action  should  be  taken 
based  upon  any  information  from  any  source 
other  than  evidence  at  the  hearing.  For  ex- 
ample, neither  rumor,  reputation,  nor  even 
documented  facts  not  presented  at  the  hearing 
can  support  the  restriction  of  privileges. 

When  the  reasons  for  the  review  arise  out  of 
a specific  case,  the  facts  relating  to  that  case 
should  be  specific  and  well-documented. 


If  the  charges  arise  from  a long  pattern  of 
behavior,  specific  examples  should  be  provided, 
not  just  generalizations.  To  demonstrate  the 
pattern,  statistical  evidence  of  morbidity  and 
mortality  should  be  included. 

If  the  charge  is  subjective  and  abstract, 
such  as  concerns  about  “personality”  or  “tech- 
nique” or  “judgment,”  there  should  be  evidence 
of  specific  incidents  relating  to  the  charges 
which  show  that  health  care  is  jeopardized  in  a 
specific  way.  Restricting  privileges  for  any  rea- 
son not  proven  by  specific  facts  at  the  hearing 
can  destroy  immunity. 

Due  Process 

Typically,  before  any  restriction  is  imposed,  the 
physician  must  be  given  a written  notice  speci- 
fying the  cases  being  criticized,  or  other  con- 
cerns, and  informing  the  physician  that  he  or 
she  has  certain  rights.  Even  if  these  rights  are 
not  specified  in  the  bylaws,  under  federal  and 
state  law  these  rights  normally  include  the 
right  to: 

Have  a hearing  before  any  restrictions 
are  imposed,  unless  there  is  imminent 
danger  to  the  health  of  a patient 
Be  represented  by  counsel 
Present  relevant  evidence 
Call,  examine  and  cross-examine  wit- 
nesses 

Have  a written  record  made 
Appeal 

As  a judge,  you  will  likely  become  involved 
only  after  this  notice  has  been  given,  but  be  sure 
that  it  has  been  done.  Limit  the  matters  dis- 
cussed at  the  hearing  to  those  specified  in  the 
notice. 

Practice  Standards 

Adverse  action  should  be  taken  only  if  the  facts 
presented  at  the  hearing  show  that  the 
physician’s  practice  falls  helow  generally  ac- 
cepted standards  within  the  hospital  and  local 
com  munity.  Since  incompetence  should  be  mea- 
sured only  as  a deviation  from  generally  ac- 
cepted standards,  be  sure  that  you  understand 
the  standards  against  which  the  physician  is 
heingjudged.  Because  standards  are  ill-defined 
or  non-existent  with  respect  to  many  important 
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medical  issues  in  most  communities,  take  spe- 
cial care  to  clarify  whether  such  a standard 
exists,  how  the  standard  has  been  established, 
what  evidence  demonstrates  the  standard,  and 
what  uncertainty  or  disagreement  exists  re- 
garding the  standard.  Taking  action  without 
clear  evidence  of  the  standard  the  physician 
has  allegedly  violated  may  eliminate  immu- 
nity. 

Bylaws 

Study  the  bylaws  and  make  sure  the  hearing 
process  follows  the  process  required  by  the 
bylaws.  Medical  staff  bylaws  usually  contain 
the  pertinent  information,  but  hospital  bylaws, 
fair  hearing  plans  or  even  procedure  manuals 
or  bulletins  might  contain  procedural  guide- 
lines. Most  bylaws  contain  strict  deadlines  and 
other  rules  to  govern  peer  review.  Peer  review 
proceedings  that  vary  in  any  substantial  re- 
spect from  the  process  guaranteed  in  the  by- 
laws can  be  dangerous. 

Malice  or  Bad  Faith 

If  any  participant  in  the  process  acts  with 
malice  or  bad  faith,  you  might  not  be  protected. 
By  insisting  upon  adherence  to  all  bylaw  proce- 
dures, and  by  requiring  that  all  charges  be 
supported  by  specific  facts  presented  at  the 
hearing,  you  can  minimize  the  chance  that  a 
court  may  some  day  eliminate  immunity  be- 
cause of  bad  faith  or  malice. 

Personal  Checklist  to  Reduce  Risk 

Compliance  with  the  following  will  minimize 
the  risks  of  participating  in  peer  review. 

Check  Qualifications 

Before  you  agree  to  participate,  check  the  by- 
laws to  be  sure  that  you  are  qualified  to  serve  as 
a hearing  panel  judge.  If  you  are  related  by 
blood  or  marriage  to  the  target  physician,  or 
have  been  involved  in  committees  which  have 
evaluated  him  or  her  in  the  past,  or  have  per- 
sonal knowledge  of  any  of  the  matters  in  ques- 
tion, you  might  not  qualify  to  be  a judge.  If  you 
believe  that  you  may  be  biased  or  partial  for  any 
reason,  before  accepting  the  position  discuss 


this  with  your  lawyer  or  the  hearing  panel’s 
lawyer  or  with  the  person  requesting  that  you 
serve  as  a judge. 

One  of  the  dilemmas  inherent  in  peer  re- 
view is  that  the  witnesses  and  judges  most 
likely  to  be  able  to  evaluate  a physician  are 
physicians  in  the  same  specialty  and  geographic 
area  as  the  reviewed  physician.  That  is,  the 
most  competent  judge  of  a physician  is  often  the 
physician’s  competitor.  The  motives  of  a com- 
petitor can  be  challenged,  however,  precisely 
because  a competitor  has  strong  conflicting 
economic  incentives.  Although  the  peer  review 
system  clearly  allows  evidence  from  a competi- 
tor, the  risks  are  simply  too  great  to  allow  a 
competitor  to  be  a judge.  Hospitals  should  use 
physicians,  lawyers  or  other  qualified  persons 
from  outside  the  community  to  be  judges  if 
necessary  rather  than  let  any  competitor  act  as 
a peer  review  judge.  If  you  are  a competitor  of 
the  physician,  you  should  not  be  a panel  mem- 
ber under  any  circumstances. 

Check  Your  Insurance 

Many  malpractice  policies  insure  against  liabil- 
ity for  participation  in  peer  review,  but  most 
require  that  you  give  the  insurance  company 
prompt  notice  of  your  involvement.  Make  sure 
you  have  given  proper  notice  to  your  insurance 
company,  and  that  the  insurance  company  ac- 
knowledges coverage  in  writing  before  you  get 
involved.  The  hospital  may  also  have  insurance 
that  protects  you  or  may  be  willing  to  indemnify 
you. 

Get  Legal  Advice 

Request  that  the  hospital  provide  legal  counsel 
to  the  hearing  panel.  You  can  be  helped  consid- 
erably regarding  procedure,  due  process  and 
evidence  by  a lawyer  familiar  with  these  issues. 
Your  counsel  should  be  separate  from  the 
hospital’s  counsel,  if  under  the  applicable  by- 
laws the  hearing  panel  is  to  act  as  an  entity 
independent  of  the  hospital  or  its  board. 

Keep  The  Proceedings  Confidential 

There  are  likely  to  be  severe  restrictions  on 
what,  how,  and  with  whom  you  can  communi- 
cate about  the  proceedings.  Generally,  you 
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should  communicate  with  the  parties  involved 
in  the  peer  review  only  in  the  presence  of  all 
participants.  Communication  with  the  board 
should  usually  be  limited  to  your  written  deci- 
sion and  other  written  communications  of  which 
all  parties  receive  copies.  Communication  with 
anyone  not  involved  in  the  process  may  subject 
you  to  severe,  even  criminal,  penalties. 

Write  Your  Decision 

Whether  you  decide  for  or  against  the  criticized 
physician,  document  your  decision  in  a written 
opinion  which  summarizes  the  evidence  and 
reasons  for  your  decision.  The  process  of  writ- 
ing the  opinion  will  clarify  the  reasons  for  your 
decision.  The  bylaws  may  have  specific  provi- 
sions with  additional  requirements  for  the  form, 
content  and  deadline  for  the  written  decision. 

Conclusion 

Peer  review  is  extremely  important.  Pleasant? 
Never.  But  proper  peer  review  is  essential  to 
the  improvement  of  hospital  health  care.  It  is 
also  the  promise  to  every  physician  with  clini- 
cal privileges  that  those  privileges  will  not  be 
terminated  without  careful  thought,  scrupu- 
lous fact  evaluation,  and  a fair  process.  By 
making  sure  that  the  hearing  in  which  you  are 
the  judge  is  conducted  according  to  the  bylaws 
and  legal  standards,  you  can  assure  that  the 
process  achieves  all  these  goals  and  that  a fair 
decision  is  made. 

This  article  is  intended  to  identify  legal  issues 
applicable  in  many  states,  not  to  give  legal 
advice  which  can  be  relied  upon  in  a specific 
situation.  Please  consult  with  your  attorney  for 
any  legal  advice. 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1’3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.13’4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
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And  So  Much  for  Arbitration 


Dr.  Durham  has  specifically  requested  that  the  following  account  of  his  personal  experience  be 
published  as  an  editorial,  rather  than  a letter.  1 am  happy  to  comply  with  his  wish.  To  give  a more 
complete  picture,  1 have  also  published  the  comments  of  Victor  Battaglia,  Esq. 

E.  Wayne  Martz,  Editor 


In  recent  years  the  Delaware  Medical  Journal 
has  published  articles  recommending  arbitra- 
tion as  a means  of  settling  medical  malpractice 
suits.  These  included  a Special  Feature  by  Vic- 
tor F.  Battaglia,  Esq.;1  an  article,  ‘‘Doctor-Pa- 
tient Arbitration  - A Proposal  Whose  Time  Has 
Come,”2  by  Francis  S.  Babiarz  and  Victor  F. 
Battaglia,  Esq.;  and  a Letter  To  The  Editor, 
“More  About  Malpractice,  Review  Panels,  the 
Locality  Rule  and  Arbitration,”3  by  Victor  F. 
Battaglia,  Esq.,  legal  counsel  to  the  Medical 
Society  of  Delaware.  Our  former  president, 
Martin  S.  Cosgrove,  on  The  President’s  Page 
wrote  “Arbitration  — A Rational  Alternative.”4 

Perhaps,  therefore,  on  a local  level,  the 
experience  of  a member  of  the  Medical  Society 
of  Delaware  might  be  not  only  of  interest,  but  a 
warning  to  my  colleagues.  On  June  3,  1987, 
both  my  associate  and  I were  served  with  notice 
of  a malpractice  case.  The  suit  might  be  classed 
as  “frivolous”  since  a perfect  result  from  the 
cataract  surgery  was  obtained  with  20/20  vi- 
sion. My  associate,  who  performed  the  surgery 
and  was  represented  by  PHICO,  was  soon  dis- 
missed by  the  plaintiff  s counsel. 

I was  represented  by  St.  Paul  Insurance 
Company  and  their  appointed  attorney.  In  my 
view,  the  case  finally  boiled  down  to  my  failure 


to  remove  a suture  post-operatively.  It  might  be 
pointed  out  that  sutures  in  cataract  surgery  are 
rarely  removed  as  compared  to  other  surgery, 
and  even  then  only  if  extruded.  The  attorney 
met  with  me  on  July  7,  1987,  and  I never  saw 
him  again.  Finally,  an  arbitration  meeting  was 
held  somewhere  in  January  or  February  of 
1990.  There  was  no  record  kept  of  the  arbitra- 
tion meeting,  nor  the  place  of  the  meeting,  nor 
who  actually  attended.  No  expert  witnesses 
appeared  at  the  arbitration  meeting.  I only 
learned  that  an  arbitration  meeting  had  been 
held  from  a copy  of  a letter  which  my  attorney 
sent  to  one  of  the  lawyers  for  his  payment  for 
serving  on  the  arbitration  panel.  Even  the  out- 
come was  never  detailed  to  me,  except  by  my 
instigating  a phone  call.  I was  never  invited  to 
the  arbitration  meeting,  yet  my  attorney  stated 
that  if  arbitration  was  held,  the  defendant  had 
the  right  to  appear  at  the  arbitration  meeting.5 
The  plaintiff  was  awarded  $10,000  for  dam- 
ages. The  symptoms  as  described  by  the  pa- 
tient, “temporal  pain  when  lying  on  his  right 
side,”  have  absolutely  no  relationship  to  those 
of  a retained  suture,  this  being  tearing,  scratchi- 
ness, pain,  and  redness  of  the  eye. 

Since  I felt  I was  poorly  represented  in  this 
case,  it  was  referred  to  the  Office  of  Disciplin- 
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ary  Council,  Board  of  Professional  Responsibil- 
ity of  the  Supreme  Court  of  the  State  of  Dela- 
ware. In  reply  to  the  Council,  my  attorney 
stated,  “The  arbitration  panel  which  was  used 
in  this  case  bears  absolutely  no  relationship 
whatsoever  to  the  arbitration  proceeding  de- 
scribed in  the  I article  of  I May  1988,  Delaware 
Medical  Journal  (by  Francis  Babiarz  and  Vic- 
tor F.  Battaglia,  et  al),  — and  that  is  truly 
comparing  'apples  to  oranges.’  ”6  — whatever 
that  means. 

Therefore,  I think  the  members  of  the  Medi- 
cal Society  of  Delaware  should  realize  that 
there  may  be  much  to  be  desired  in  resorting  to 
[some  types  of|  arbitration  panels  and  that  one 
may  stand  a much  better  chance  appearing 
before  a jury,  particularly  if  the  case  is  frivolous 
or  only  of  nuisance  value.  Further,  the  suture 
was  subsequently  removed,  but  the  family  of 
the  plaintiff  has  informed  me  that  he  still  has 
exactly  the  same  complaints. 

Barry  M.  Manuel,  M.D.,  F.A.C.S.,  writing 
in  The  Bulletin  of  The  American  College  Of 
Surgeons  regarding  arbitration,  states:  “A  dis- 
advantage ofthe  system  is  thatarbitrators  tend 
to  compromise  more  freely  than  juries,  and  they 
also  tend  to  be  quite  generous  toward  plain- 
tiffs.”7 A Wall  Street  Journal  article  of  October 
16,  1990,  speaks  for  itself:  “Critics  Argue  That 
Legal  Fee  Arbitrators  Tend  To  Side  With  Their 
Fellow  Lawyers.”8 

Because  of  this  settlement,  it  took  me  over 
six  months  to  obtain  my  reappointment  to  the 
staff  of  the  Medical  Center  of  Delaware  in  1991. 

Davis  G.  Durham,  M.D.,  F.A.C.S. 

(The  Wall  Street  Journal  article  concerned  ar- 
bitration over  a legal  fee,  not  over  medical 
malpractice.  There  are  many  different  types  of 
arbitration.  Ed.) 
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Mr.  Battaglia  responds: 

I cannot  comment  upon  the  facts  of  your  litiga- 
tion since  I was  not  involved.  I do,  however, 
have  great  faith  in  both  attorneys.  Both  are 
excellent  lawyers. 

Dr.  Manuel’s  comments  do  reflect  an  opin- 
ion different  from  mine  on  arbitration.  It  may 
be  that  vour  feeling  and  his  feeling  about  arbi- 
tration might  be  different  if  the  arbitration 
system  we  proposed  was  used  for  your  case.  But 
I have  no  way  of  knowing  what  your  result 
would  have  been  either  for  the  arbitration  sys- 
tem we  proposed  or  in  a jury  trial.  The  only 
thing  that  we  can  all  be  certain  of  is  that 
arbitration  is  quicker  and  much  less  expensive. 
It  is  the  inexorable  fact  that  the  expense  of 
litigation  is  a very  big  factor  in  the  cost  of 
liability  insurance.  But  like  debate  over  six- 
man  and  12-man  juries,  we  have  only  specula- 
tion about  which  produces  the  best  result  for 
the  physician  litigant. 

I believe  Dr.  Manuel’s  opinion  is  a re- 
spectable one  hut  one  with  which  I disagree 
based  on  years  of  experience  with  arbitration  in 
labor  disputes  and  with  disputes  involving  mil- 
lions of  dollars  between  contractors  and  sub- 
contractors. 

We  all  need  to  keep  an  open  mind  as  we 
look  to  find  an  inexpensive,  effective  way  to 
dispense  justice  without  unnecessary  cost  or 
delay. 

Victor  F.  Battaglia,  Esq. 

Wake  Up  Call  --  Get  Involved 

Can  there  be  any  doubt  in  anyone’s  mind  that 
this  country  is  on  the  brink  of  some  major 
changes  in  the  way  health  care  is  delivered? 
Both  political  parties  have  taken  careful  note  of 
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the  disaster  which  overtook  Dick  Thornburgh 
in  Pennsylvania  simply  because  he  was  not 
vocal  and  aggressive  enough  on  the  issue  of 
health  care.  Perhaps  even  more  relevant,  in- 
dustry wants  very  much  to  change  things,  and 
they  are  the  ones  who  bear  the  ultimate  cost  of 
the  present  system.  Their  health  care  costs  are 
larger  than  their  net  profits,  and  they  feel 
(rightly  or  wrongly)  that  these  costs  are  pricing 
them  right  out  of  international  markets.  This  is 
one  reason  for  our  “balance  of  trade”  deficit, 
which  in  turn  is  a major  distorting  factor  in  the 
world  financial  picture.  The  pressure  for  change 
is,  in  my  opinion,  inexorable. 

The  changes  will  take  place  with  or 
without  the  participation  of  the  medical  profes- 
sion. In  the  early  ’60s  the  doctors  fought  the 
move  to  government  subsidized  care  for  the 
elderly.  At  the  very  last  moment  they  came  up 
with  an  alternate  (better?)  plan  they  called 
“Eldercare,”  but  it  was  too  late.  The  juggernaut 
was  rolling  and  it  came  up  with  Medicare,  a 
plan  that  was  badly  flawed  from  the  beginning. 
It  has  been  a bonanza  for  physicians  in  many 
ways  in  that  they  could  provide  the  best  care 
with  little  thought  for  the  cost,  and  they  could 
get  paid  for  much  of  the  care  they  had  previ- 
ously provided  free.  In  other  ways  it  may  have 
been  bad  in  that  for  the  first  time  it  became 
possible  for  doctors  to  become  truly  wealthy, 
and  this  may  have  distracted  some  small  per- 
cent of  them  from  their  traditional  goal  of 
caring  for  patients.  Moreover,  such  accumula- 
tions of  wealth  attracted  the  attention  of  attor- 
neys and  disgruntled  patients,  leading  to  law- 
suits and  that  whole  unhappy  mess. 

In  any  case,  the  system  was  devised 
virtually  without  input  from  the  medical  pro- 
fession, and  it  shows.  The  feds  have  been  tink- 
ering with  it  and  trying  to  repair  it  ever  since. 
DRGs,  PROs,  RBRVS  — these  are  only  recent 
examples.  Our  arguing  over  a half  a percent 
increase  or  decrease  in  a fee  scale  is  about  like 
the  old  joke  of  rearranging  the  deck  chairs  on 
the  Titanic. 

Now  we  see  it  starting  all  over  again, 
nationally  and  locally.  Here  in  Delaware  our 
governor  appointed  a Health  Care  Commission 
of  nine  individuals,  only  one  of  whom  was  a 
physician,  and  even  he  is  not  a practicing  phy- 


sician in  the  ordinary  sense  of  the  word.  Fortu- 
nately he  is  an  astute  and  able  person,  and 
when  the  governor  declined  to  put  a practitio- 
ner on  the  Commission  to  represent  the  Medi- 
cal Society,  Dr.  Kettrick  agreed  to  present  our 
point  of  view.  The  powers  in  the  state  intent  on 
changing  things  seem  to  feel  that  not  only  can 
they  afford  to  ignore  us,  but  also  that  if  we  are 
put  on  the  Commission  it  will  impede  progress. 
And  you  found  out  what  the  Commission  has 
come  up  with  if  you  heard  or  read  the  governor’s 
State-of-the-State  address.  Does  it  sound  prac- 
tical to  you?  Do  you  think  it  will  solve  problems? 

Here  in  Delaware,  73  percent  of  the 
doctors  are  members  of  the  Medical  Society  of 
Delaware.  This  sounds  pretty  good  compared  to 
the  proportion  of  doctors  in  the  USA  who  are 
members  of  the  AMA  (47.5  percent),  but  both 
figures  are  far  too  low  if  we  are  to  do  anything 
about  developing  a workable  system  of  health 
care.  If  we  can’t  show  some  unity,  then  indeed 
the  government  can  choose  to  ignore  us.  I am 
astonished  to  hear  intelligent  doctors  say  they 
don’t  want  to  belong  to  the  AMA  because  they 
don’t  agree  with  it.  I can’t  recall  any  making  it 
clear  to  me  what  it  is  they  don’t  agree  with,  but 
it  is  a democratic  organization  that  truly  tries 
to  reflect  the  beliefs  and  wishes  of  its  member- 
ship, and  you  surely  are  not  going  to  change  its 
direction  staying  out  of  it.  I thought  that  ques- 
tion was  resolved  130  years  ago.  You  can’t  run 
a democracy  if  any  losing  group  can  secede, 
saying  essentially,  “If  you  don’t  play  my  way  I’ll 
take  my  football  and  go  home.”  Even  more 
amazing  to  me  is  hearing  physicians  say  they 
don’t  want  to  belong  to  the  Medical  Society  of 
Delaware  because  that  requires  the  expendi- 
ture of  an  additional  $360  to  belong  to  the  AMA. 
This  from  a person  taking  home  over  $100,000 
a year  or  even  multiples  thereof.  And  the  $360 
is  tax  deductible  at  that.  Can’t  they  see  that  this 
is  a rationalization,  and  a cheap  one  at  that? 
Well  I’ve  got  news,  guys.  The  governor’s  sur- 
chai’ge  on  our  license  fee  is  going  to  add  a lot 
more  than  that  to  your  annual  expenses.  And 
that’s  only  the  beginning. 

It  is  timefor  ustoputaside  our  bickering 
and  get  together  in  one  organization.  There  is 
more  at  stake  here  than  your  1993  income. 
They  are  planning  the  way  you  will  practice 
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medicine  the  rest  of  your  life.  It  is  time  to  get 
active  on  the  political  scene  as  well,  and  to 
participate  in  putting  together  a system  in 
Delaware  that  works.  We  should  be  able  to  flood 
the  Legislative  Hall  with  doctors  every  day  of 
the  week.  The  chiropractors  do  it,  and  so  do  the 
nurses  and  the  optometrists  and  the  physical 
therapists,  all  of  whom  think  that  they  should 
be  allowed  to  practice  medicine. 

Start  by  inviting  your  colleagues  to  join 
the  Medical  Society.  If  you  don’t  know  who  the 
nonmembers  are,  ask  us.  We  can  tell  you.  Then 
call  the  Society  office  and  offer  to  go  to  Dover 
some  afternoon  to  watch  our  legislative  process 
in  action,  and  perhaps  even  get  to  know  the 
ones  who  represent  you.  Let  them  know  you  are 
interested. 

We  can  put  together  a system  that  will 
work  if  we  all  get  behind  it.  But  the  hour  is  late 
and  there  is  much  to  do  and  far  to  go. 

E.  Wayne  Martz,  M.D. 

Editor 
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Response  to  January  Cancer  Currents 


In  their  recent  Cancer  Currents  article,  “Trends 
in  Colorectal  Cancer  in  Delaware,”  ( DMJ , Janu- 
ary 1992),  Brown  and  Frelick  state  in  their  final 
paragraph,  “Increased  use  of  colonoscopy, 
though  expensive,  should  be  considered  in  high 
risk  . . . individuals.”  This  statement,  which 
fails  to  mention  barium  enema,  glosses  over  the 
controversy  in  colorectal  cancer  screening  con- 
cerning the  relative  merits  of  these  two  modali- 
ties. 

Based  in  part  on  the  recommendations  of 
Eddy  of  the  Center  for  Health  Policy  Research 
and  Education  of  Duke  University,  recent  ar- 
ticles12 suggest  the  alternative  of  examination 
of  the  colon  by  barium  enema  every  three  to  five 
years  commencing  at  age  40-50  years,  supple- 
mented by  a yearly  test  for  fecal  occult  blood. 
Such  a strategy  would  include  high-risk  per- 
sons, with  the  exception  of  those  with  a history 
of  chronic  ulcerative  colitis.  While  colonoscopy 
has  the  advantage  of  permitting  biopsy  and 
removal  of  certain  lesions,  it  also  has  the  rather 
significant  disadvantages  of  a cost  approxi- 
mately three  times  that  of  barium  enema2  and 
complication  and  mortality  rates  significantly 
higher  than  barium  enema.1  Further,  up  to  20 
percent  of  colorectal  lesions  are  missed  by 
colonoscopy3  and  failure  to  diagnose  these  neo- 
plasms is  frequently  due  to  failure  to  examine 


the  right  side  of  the  colon  to  the  cecum  success- 
fully.3 This  latter  fact  is  interesting  in  the 
context  of  Brown’s  article,  inasmuch  as  the 
increased  incidence  of  rightcolon  cancers  seems 
to  be  his  stimulus  for  favoring  colonoscopy. 

How  to  screen  the  colon  for  neoplasia  is  a 
subject  about  which  reasonable  people  disagree. 
A satisfactory  strategy  for  colorectal  screening 
is  likely  to  be  at  least  as  cost  effective  as  current 
mammography  screening  programs.1'2  Further 
investigation  of  this  interesting  problem  is  indi- 
cated. 

John  S.  Wills,  M.D. 

Department  of  Radiology 
Medical  Center  of  Delaware 
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BOOK  REVIEW 


The  Culture  of  Pain,  David  B.  Morris,  Berke- 
ley, University  of  California  Press,  1991,  342 

pp. 

“Although  biomedical  research  has  enor- 
mously expanded  our  knowledge  of  the 
anatomy,  physiology,  and  pharmacology 
of  pain,  never  before  has  pain  — particu- 
larly chronic  pain  - — reached  its  present 
epidemic  proportions....  Authoritative 
figures  prepared  for  the  year  1983  esti- 
mated that  90  million  Americans  suf- 
fered from  chronic  pain,  that  60  million 
Americans  were  either  partially  or  to- 
tally disabled,  and  that  their  disabilities 
resulted  in  the  loss  of  760  million  work- 
days.” 

Something  seems  to  be  amiss  with  how 
modern  medicine  confronts  the  problem  of  pain. 
David  B.  Morris,  a professor  of  English  who  has 
done  research  in  pain  clinics,  suggests  that 
what  we  lack  is  not  science,  but  rather  an 
appreciation  of  how  pain  must  be  understood 
within  larger  networks  of  personal  and  cultural 
meanings: 

“Let  me  thus  try  to  summarize  here 
in  the  strongest  terms  several  of  the 
crucial  claims  that  will  reappear  more 
like  musical  themes  than  like  proposi- 
tions in  a chain  of  logic.  First:  that  chronic 

Reproduced  with  permission.  JAMA,  1992;267:432.  Copy- 
right 1992,  American  Medical  Association. 

David  B.  Morris  is  the  son  of  MSD  member  Allston  J. 
Morris,  M.D.,  and  Emily  Brown  Morris. 


pain  constitutes  an  immense,  invisible 
crisis  at  the  center  of  contemporary  life. 
Second:  that  traditional  Western  medi- 
cine --  by  which  I mean  not  so  much 
individual  doctors  and  researchers  as  an 
entire  scientific-medical  world  view  that 
permeates  our  culture  - has  consistently 
led  us  to  misinterpret  pain  as  no  more 
than  a sensation,  a symptom,  a problem 
in  biochemistry.  Third:  that  our  present 
crisis  is  in  large  part  a dilemma  created 
and  sustained  by  the  failures  of  this  tra- 
ditional medical  reading  of  pain.  Fourth: 
that  by  taking  back  responsibility  for  how 
we  understand  pain  we  can  recover  the 
power  to  alleviate  it.” 

One  might  expect  from  the  title  and  from 
the  author’s  background  that  this  would  simply 
be  a book  about  how  pain  has  been  viewed  by 
writers  of  the  world’s  classic  literature,  and 
Morris  obligingly  offers  quotations  from  Tolstoy, 
Emily  Dickinson,  and  Joyce  Carol  Oates  and 
compelling  illustrations  ranging  from  the 
Laocoon  statue  to  paintings  by  Grunewald  and 
Blake.  But  ultimately  he  is  after  a more  com- 
prehensive understandingof  pain,  and  he  effec- 
tively interweaves  medical  and  scientific  data 
with  literary  and  cultural  analyses.  There  is  no 
simplistic  condemnation  of  medicine;  rather, 
there  is  an  appreciation  for  medicine’s  accom- 
plishments alongside  the  argument  that  mod- 
ern society  has  relied  on  medicine  for  much 
more  than  it  could  possibly  deliver. 

If  there  is  one  lesson  for  modern  medicine 
that  can  be  encapsulated  from  this  work,  it  is 
that  the  dichotomization  of  pain  into  physical 
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versus  emotional  or  psychological  has  outlived 
any  usefulness  it  may  have  had  and  ought  to  be 
abandoned.  Literature  and  art  have  always 
told  us  that  when  one  suffers  emotionally  or 
spiritually,  one  feels  pain  just  as  acutely  as 
when  one’s  tissues  are  damaged.  Morris  sug- 
gests that  we  adopt  this  insight  as  our  point  of 
departure  in  dealing  with  pain  of  any  sort.  This 
explains  why  modern  pain  clinics  that  inte- 
grate physical  and  psychological  treatment 
modalities  have  relatively  greater  success  — 
and  why  their  success  depends  upon  enabling 
the  sufferer  to  discover  or  construct  a new 
meaning  for  pain  in  one’s  life: 

“For  many  people  the  question  of 
understanding  pain  will  become  crucial 
only  at  the  point  when  [the I official  bio- 
medical explanation  sanctioned  by  our 
culture  has  failed  them.  At  that  point, 
the  best  way  to  take  charge  may  be  to 
listen  to  the  voices  in  our  culture  that 
medicine  has  succeeded  in  drowningout. 
These  subjugated  voices  — audible  if  we 
will  only  take  the  trouble  to  hear  — will 
be  saying  in  numerous  ways  that  how  we 


experience  pain  has  almost  everything 
to  do  with  how  we  understand  it.” 

Aiming,  as  he  states,  for  a succession  of 
themes  rather  than  logical  rigor,  Morris  illumi- 
nates pain  by  attackingitfrom  numerous  angles: 
how  comedy  depends  upon  pain;  pain  and  gen- 
der; pain,  suffering,  and  religious  experience; 
pain  and  sexuality;  the  role  of  pain  and  suffer- 
ing in  tragedy.  What  results  is  not  only  a rich 
tapestry  of  understanding,  but  also  an  elegantly 
written  work,  which  is,  perhaps  paradoxically, 
a pleasure  to  read.  Occasionally  the  point  Morris 
is  trying  to  make  interferes  with  the  plausibil- 
ity of  his  interpretation  of  a text.  (I  was  most 
taken  with  his  analysis  of  the  Book  of  Job  and 
least  persuaded  by  his  reading  of  Sophocles’ 
Philoctetes.) 

Any  physician  who  treats  people  in  pain 
ought  to  read  this  book,  and  I doubt  that  any 
will  be  able  to  approach  pain  in  the  same  way 
afterward. 

Howard  Brodv,  M.D.,  Ph.D. 

Michigan  State  University 
East  Lansing,  Michigan 


An  Orthopaedic  and  Sports  Physical  Therapy  Clinic 

Specializing  in: 


DELAWARE 

SPORTSCARE 


Comprehensive  Orthopaedic  & Sports-specific  Evalua- 
tion and  Rehabilitation  O Manual  Therapy  □ Back  School 
O Work  Hardening  O Hand  Therapy  O Educational 
Seminars  O Hydrotherapy  □ Pre-participation  Examina- 
tions □ Progressive  Individualized  Care  O Custom  Upper 
and  Lower  Extremity  Orthosis 


s,cal 


68  Omega  Drive,  Building  D,  Newark,  DE  19713 
302-731-9100 

1701  Rockland  Road,  Wilmington,  DE  19803 
302-652-6464 


1210  Peoples  Plaza,  Newark,  DE  19702 
302-836-8710 
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Bills  Threaten  Accreditation  Process 

As  the  AMA-sponsored  Liaison  Committee  on 
Medical  Education  approaches  its  50th  anni- 
versary celebration  in  June,  it  faces  the  threat 
of  a proposed  federal  law  that  would  end  its 
involvementin  accreditingthe  nation’smedical 
schools.  Bills  to  reauthorize  the  Higher  Educa- 
tion Act  (HR  3553  and  S 1150)  would  transfer 
accreditation  authority  from  private,  national 
organizations  such  as  the  LCME  to  separate 
state  agencies.  The  proposal  was  developed  in 
part  to  regulate  loan  default  rates.  But  it  would 
also  have  the  effect  of  replacing  the  liaison 
committee’s  uniform,  nationwide  standard  with 
a patchwork  of  conflicting  state  standards.  The 
AMA  has  prepared  a position  paper  arguing 
that  the  medical  profession  should  be  allowed  to 
continue  its  historic  role  in  accrediting  educa- 
tion programs.  The  position  paperis  beingused 
in  lobbying  efforts. 

Amendments  Address  Residents’  Hours 

Reasonable  hours  and  working  conditions  for 
resident  physicians  have  taken  a step  closer  to 
becoming  a reality.  The  AMA  House  of  Del 
egates  called  on  the  Accreditation  Council  for 
Graduate  Medical  Education  to  amend  the  gen- 
eral requirements  for  residency  programs.  The 
proposal,  which  the  house  adopted  at  the  In- 
terim Meeting,  states  that  residents’  hours  must 
not  be  excessive.  It  will  not  be  known  for  several 
months  whether  the  accreditation  council  will 


accept  the  AMA’s  compromise  language.  If  it 
does  not,  the  AMA  will  consider  supporting 
state  legislation  to  regulate  duty  hours. 

House  Recommends  Hepatitis  Testing 

The  AMA  is  informing  medical  schools  and 
residency  training  programs  about  the  House 
of  Delegates’  position  on  hepatitis  B immuniza- 
tion. The  house  has  adopted  a Board  of  Trustees 
report  recommending  that  medical  students, 
residents  and  other  physicians  be  tested  to 
determine  if  they  have  developed  an  immunity 
to  the  disease.  The  recommendation  applies  to 
all  healthcare  workers  who  practice  invasive 
procedures.  Students  and  physicians  should 
take  the  test  one  to  six  months  after  they 
complete  an  immunization  series.  Those  who 
fail  to  respond  with  an  adequate  antibody  level 
need  to  be  offered  a complete  revaccination, 
followed  by  another  test.  If  they  fail  to  respond 
to  the  second  immunization,  they  should  be 
advised  to  consider  a career  that  does  not  in- 
clude invasive  procedures. 

Council  Scrutinizes  In-Service  Exams 

The  AMA  has  adopted  the  Council  on  Medical 
Education’s  recommendation  for  preventing 
misuse  of  in-service  training  examinations. 
Nineteen  of  the  23  principal  specialties  now 
require  residents  to  take  the  one-day  or  half- 
day tests.  The  AMA  position  is  that  evaluation 
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of  residents  for  promotion  or  retention  should 
be  based  on  valid  measures  of  knowledge,  skill 
and  behavior  — not  solely  on  a one-time  cogni- 
tive test  that  often  takes  place  under  the  pres- 
sure of  clinical  responsibilities.  The  council’s 
recommendation,  which  the  House  of  Delegates 
adopted  at  the  Interim  Meeting,  states  that 
residency  program  directors  may  use  the  re- 
sults of  an  in-training  examination  for  counsel- 
ing  residents,  but  not  for  advancing  or  terminat- 
ing them.  The  directors  may  also  use  the  tests 
for  evaluating  the  training  program. 

Educators  Study  Physician  Traits 

The  Medical  Education  Group  has  received  a 
federal  grant  to  identify  characteristics  of  medi- 
cal schools  that  may  encourage  their  graduates 
to  enter  primary  care  or  to  practice  in  an 
underserved  area.  The  Health  Resources  and 
Services  Administration  awarded  the  contract. 
The  AMA,  working  in  conjunction  with  the 
Jefferson  Medical  College,  will  conduct  surveys 
of  medical  schools  and  of  practicing  physicians. 


Survey  Reveals  Amount  of 
Charity  Care  Physicians  Provide 

Nearly  64  percent  of  U.S.  physicians  provided 
more  than  six  and  one-half  hours  of  charity  care 
during  their  most  recent  complete  week  of  prac- 
tice, a telephone  survey  conducted  by  the  AMA’s 
Center  for  Health  Policy  Research  revealed. 

The  information  appeared  in  the  January 
issue  of  Physician  Marketplace  Update,  pub- 
lished by  the  Center.  Charity  care  is  defined  as 
services  provided  for  free  or  at  reduced  levels 
based  on  patients’  financial  conditions,  exclud- 
ing Medicare  and  Medicaid  services. 

Anesthesiologists  provided  an  average  of 
18  percent  of  their  total  work  hours  to  charity 
care  during  their  most  recent  week  of  practice. 
Approximately  70  percent  of  general/family 
practitioners  and  surgeons  provided  charity 
care  during  that  same  period.  Some  72  percent 
of  rural  physicians  and  two  out  of  three  Mid- 
west physicians  provided  charity  care  during 
the  survey  period. 


Rehabilitation  Consultants,  Inc. 


Robert  Catalano  M A RT 
I Favel  Chavin.  M D 
Anthony  L.  Cucuzzella.  M I) 
Pierre  L U-Rov.  M D 
Italo  V Monteleone.  M D 


SERVICES 


Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 
Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 


TWO  LOCATIONS 


Suite  105,  Springer  Building,  Concord  Plaza, 

34 1 1 Silverside  Road. 

(302)478-5240 

2100  Baynard  Boulevard,  Wilmington 
(302)655-5877 

ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by:  Chrysler  and  GM 
Medicare  ■ BC/BS  ■ Total  Health  Plus 


Rehabilitation  Consultants,  Inc.  ■ Since  1970 
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NEW  MEMBERS 


As  a service  to  our  readers,  the  members  of  the 
Medical  Society  of  Delaware,  the  Delaware 
Medical  Journal  periodically  provides  a listing 
of  new  members  to  each  of  the  state’s  three 
counties.  Each  entry  provides  the  following 
information,  as  available:  name,  date  and  place 
of  birth,  medical  school,  specialty,  and  office 
address  and  phone  number.  Those  members 
who  do  not  yet  have  an  office  address  or  phone 
number  may  be  contacted  through  the  Medical 
Society  offices. 

New  Castle  County 
Medical  Society 

Anthony  D.  Alfieri,  D.O. 

2/7/59  - Pittsburgh,  Pennsylvania 

Philadelphia  College  of  Osteopathic  Medicine  - 1985 

Cardiology 

103  Rodney  Building,  3411  Silverside  Road 

Wilmington  19810 

479-7676 

Charles  G.  Case,  M.D. 

12/19/46  - Baltimore,  Maryland 
Temple  University  - 1988 
Family  Medicine 

601  New  Castle  Avenue  (H.  Johnson  Medical  Center) 

W’ilmington  19801 

655-6187 

Anthony  S.  Egnai,  M.D. 

8/9/61  - Cape  Town,  South  Africa 
University  of  Cape  Town  - 1985 
Family  Medicine 

1401  Foulk  Road  (Family  Medical  Center) 

Wilmington  19803 
477-3300 


Arnold  B.  Glassman,  D.O. 

6/30/58  - Philadelphia,  Pennsylvania 
Philadelphia  College  of  Osteopathic  Medicine  - 1986 
Physical  Medicine  and  Rehabilitation  (1991) 

354  Riverside  Hospital,  700  Lea  Boulevard 

Wilmington  19802 

764-0271 

P.  Michael  Glowacki,  M.D. 

7/26/57  - Bryn  Mawr,  Pennsylvania 

St.  George’s  University  School  of  Medicine  - 1988 

Family  Practice 

225  Corporate  Blvd,  Suite  100,  St.  Francis  Health  Center 

Newark  19702 

368-3030 

Bertram  Greenspun,  D.O. 

10/29/33  - Philadelphia,  Pennsylvania 
Philadelphia  College  of  Osteopathic  Medicine  -1959 
Physical  Medicine  and  Rehabilitation  (1975) 

3506  Kennett  Pike 
Wilmington  19807 
428-2040 

Marc  D.  Grobman,  D.O. 

10/23/60  - Des  Moines,  Iowa 
UOMHS-COMS  - 1986 
Internal  Medicine 
2999  Philadelphia  Pike 
Claymont  19703 
798-8785 

Thomas  R.  Howard,  Jr.,  M.D. 

10/18/44  - Tulsa,  Oklahoma 

University  of  Oklahoma  School  of  Medicine  - 1971 
Family  Practice 

139  Laurel  Hall,  University  of  Delaware 

Newark  19716 

831-2226 
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Leonard  I.  Japko,  M.D. 

3/2/49  - New  York 

Albert  Einstein  College  of  Medicine  - 1975 

Anatomic  and  Clinical  Pathology  (1979)/Cytopathology 

(1990) 

4755  Ogletown-Stanton  Road,  MCD-Pathology 

Newark  19718 

733-3633 

Jeanne  M.  Kelly,  M.D. 

9/28/57  - Flushing,  New  York 
New  York  Medical  College  - 1984 
Family  Practice  (1987) 

Marsh  & Silverside  Roads 
Wilmington  19810 

Yakov  U.  Koyfman,  M.D. 

11/2/43  - Baku,  USSR 

Azerbijan  Medical  Institute,  USSR  -1966 

Neurosurgery 

1306  N.  Broom  Street 

Wilmington  19806 

571-9750 

Victoria  A.  Levin,  M.D. 

12/07/61  - New  York 

University  of  Pennsylvania  - 1988 

Pediatrics 

110  Christiana  Medical  Center 

Newark  19702 

368-8612 

Gary  Magram,  M.D. 

1/12/52  - Baltimore,  Maryland 

University  of  Maryland  School  of  Medicine  - 1977 

Pediatric  Neurosurgery  (1988) 

A. I.  duPont  Institute,  P.O.  Box  269 

Wilmington  19899 

651-5993 

Robert  D.  McGarrigle,  D.O. 

11/25/54  - Philadelphia,  Pennsylvania 
Philadelphia  College  of  Osteopathic  Medicine  - 1983 
General  Surgery  (1991) 

700  Ix?a  Boulevard 
Wilmington  19802 
798-4427 

Scott  M.  Panzer,  M.D. 

6/25/59  - Philadelphia,  Pennsylvania 
Temple  University  - 1985 
Dermatology  (1990) 

J-32  Omega  Drive 
Newark  19713 
731-8933 


Richard  W.  Pulliam,  Jr.,  M.D. 

10/12/52  - Lakewood,  New  Jersey 
Autonomous  University  of  Guadalajara  - 1981 
Anesthesiology  (1991) 

3513  Concord  Pike 
Wilmington  19803 
478-9283 

Ross  A.  Reife,  M.D. 

12/3/52  - Newark,  New  Jersey 

College  of  Physicians  and  Surgeons  of  Columbia 

University  - 1 978 

Neurology  (1985) 

DuPont-Merck,  Barley  Mill  Plaza  27/1266 

Wilmington  19880 

992-4639 

Carla  M.  Rossi,  M.D. 

1 1/12/62  - Glen  Cove,  New  York 

Ross  University  School  of  Medicine,  Dominca  -1988 

Internal  Medicine 

HMO  of  Delaware,  P.O.  Box  6008 

Newark  19714 

421-2466 

Richard  O.  Stern,  M.D. 

3/14/58  - White  Plains,  New  York 

Hahnemann  University  School  of  Medicine  - 1987 

Anesthesiology 

Anesthesia  Services,  3513  Concord  Pike 
Wilmington  19803 

New  Castle  County 
Medical  Society 
Affiliate  Members 

Mark  D.  Baganz,  M.D. 

5/11/61  - Wilmington,  Delaware 

Howard  University  College  of  Medicine  - 1988 

Diagnostic  Radiology 

Christiana  Hospital-Radiology 

Newark  19718 

733-1805 

Bryan  S.  McCarthy,  D.O. 

2/5/57  - Pottsvillc,  Pennsylvania 
Philadelphia  College  of  Osteopathic  Medicine 
Anesthesiology 

Riverside  Hospital-Emergency,  P.O.  Box  845 

Wilmington  19899 

764-8192 
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Nikhil  C.  Raval,  M.D. 

4/10/55  - Rajkot,  India 
M.  P.  Shah  Medical  College 
Neonatology /Pediatrics 
Christiana  Hospital-Neonatology 
Newark  19718 
733-2410 

Jose  L.  Sorrentino,  M.D. 

3/20/60  - Santurce,  Puerto  Rico 

University  of  Puerto  Rico  School  of  Medicine  - 1986 

General  Surgery  (Surgical  Oncology  Fellow) 

Wilmington  Hospital,  Suite  400,  P.O.  Box  1668 

Wilmington  19899 

428-4564 

William  F.  Ziegler,  D.O. 

4/23/64  - New  Brunswick,  New  Jersey 

University  of  Osteopathic  Medicine  and  Health 

Sciences  - 1990 

Obstetrics  & Gynecology 

Christiana  Hospital,  P.O.  Box  6001 

Newark  19718 

733-1900 

Kent  County  Medical  Society 

Barry  Howard  Goldstein,  M.D. 

5/8/53  - New  York  City 

Albert  Einstein  College  ofMedicine  of  Yeshiva  University, 
Bronx  - 1978 

Psychiatry;  Subspecialty.  Child  Psychiatry  ( 1984) 

1001  S.  Bradford  Street 
Dover  19901 

736-6135 

Charles  Konigsberg,  M.D. 

10/29/40  - Knoxville,  Tennessee 

University  of  Tennessee,  Memphis,  College  of 
Medicine  - 1965 

Preventive  Medici ne/Public  Health 
Division  of  Public  Health,  P.O.  Box  637 
Dover  19903 

739-4700 

Hee  Soon  Lee,  M.D. 

2/18/45  - Seoul,  Korea 

College  of  Medicine,  Ewha  Womens  University, 

Seoul,  S.  Korea  - 1971 
Public  Health 
805  River  Road 
Dover  19901 
739-4729 


Sussex  County  Medical  Society 

David  Michael  August,  D.O. 

2/27/50  - Detroit,  Michigan 

University  of  Osteopathic  Medicine  & Health  Sciences, 

Des  Moines,  Iowa  - 1987 

Psychiatry 

1 25  Shady  Road 

Lewes  19958 

645-9076 

Claude  J.  DiMarco,  D.O. 

3/13/58  - Philadelphia,  Pennsylvania 

Philadelphia  College  of  Osteopathic  Medicine  - 1984 

Otolaryngology/Head  & Neck 

701  Middleford  Road,  Suite  6 

Seaford  19973 

629-9667 

John  Eric  Hale,  M.D. 

1/2/61  - Wilmington,  Delaware 

Jefferson  Medical  College  - 1988 

Family  Practice 

701  Savannah  Road 

Lewes  19958 

645-4700 

San  tosh  B.  Reddy,  M.D. 

3/20/46  - India 

Osmania  Medical  College.  India  - 1971 
Pediatrics 

1212  Savannah  Road 
Lewes  19958 
645-2441 

Mitchell  Christopher  Stickler,  M.D. 

7/9/61  - Pittsburgh,  Pennsylvania 
University  of  Alabama  School  of  Medicine, 

Birmingham  - 1987 
Dermatology 

140  Highway  One,  Suite  3 

Lewes  19958 

644-6400 

Nelson  E.  Wiegman,  M.D. 

8/2/51  - Baltimore,  Maryland 

George  Washington  University  School  of  Medicine  and 
Health  Science  - 1983 
Orthopedic  Surgery  (1991) 

800  N.  DuPont  Highway 
Milford  19963 
422-3000 
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OB-GYN,  ABDOMINAL  AND  BREAST  ULTRASOUND 


IN  BRIEF 


If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant 
information  to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE  19806- 
2166.  Information  must  be  received  by  the  first  of  the  month,  two  months  before  publication. 


PHYSICIANS’  HEALTH  COMMITTEE 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physicians’  Health  Committee 
wishes  to  help.  Please  call  302/654-1001.  All  actions  of  the  Physicians'  Health  Committee  are 
confidential,  and  the  identity  of  the  reporter  will  not  be  disclosed. 


LAURA  INSLEMAN,  M.D.,  JOINS  A.  I.  DUPONT  INSTITUTE  STAFF 

Laura  S.  Inselman,  M.D.,  a nationally  known  authority  on 
tuberculosis  in  children,  has  joined  the  staff  of  the  Alfred  I.  du 
Pont  Institute  children's  hospital.  Dr.  Inselman  will  be  attend- 
ing pediatric  pulmonologist  and  medical  director  for  respira- 
tory care  at  the  Institute. 

After  receiving  her  M.D.  from  The  Medical 
College  of  Pennsylvania  in  Philadelphia,  Dr.  Inselman  com- 
pleted a residency  in  pediatrics  at  St.  Luke's  Hospital  Center  in 
New  York,  then  fellowship  training  in  pediatric  pulmonology 
at  Columbia-Presbyterial  Medical  Center.  Prior  to  her  appoint- 
ment at  the  Institute,  she  had  been  clinical  director  of  the 
pediatric  pulmonary  division  of  Newington  Children  s Hospi- 
tal in  Connecticut. 

In  addition  to  her  clinical  duties  at  the  hos- 
pital, Dr.  Inselman  will  be  conducting  basic  research  there  in 
lung  growth  and  development,  including  the  effects  of  dietary- 
induced  obesity  and  prenatal  alcohol  exposure  on  lunggrowth. 
The  apparent  resurgence  of  tuberculosis,  especially  in  urban  children,  has  been  a continuing 
theme  of  Dr.  Inselman's  many  contributions  to  the  pediatric  medical  literature  and  a subject  which 
she  has  addressed  at  the  national  level. 
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In  Brief 


PHYSICIANS  ASKED  TO  DONATE  USED  MEDICAL  EQUIPMENT 

Donate  your  used  medical  equipment  for  use  in  the  Commonwealth  of  Independent  States  (the 
former  Soviet  Union).  It  will  be  checked  and  put  in  working  order  and  shipped  by  Rotary 
International.  A tax-deduction  receipt  will  be  issued. 

For  more  information,  contact  John  Carothers  at  Nanticoke  Hospital,  Seaford,  Delaware  at302/ 
629-6611,  extension  248. 


HEALTH  CARE  TECHNOLOGY  ASSESSMENT  REPORTS  AVAILABLE 

1.  Intermittent  Positive  Pressure  Breathing  Therapy,  AHCPR  Health  Technology  Assessment 
Reports,  1991,  No.  1,  AHCPR  92-0013. 

2.  Hyperthermia  in  Conjunction  with  Cancer  Chemotherapy,  AHCPR  Health  Technology 
Assessment  Report,  1991,  No.  2,  AHCPR  92-0014. 

3.  Cardiac  Rehabilitation  Program,  AHCPR  Health  Technology  Assessment  Report  1991  No 
3,  AHCPR  92-0015. 

These  reports  are  available  from  AHCPR  Publications  Clearinghouse,  P.O.  Box  8547,  Silver  Spring 
MD  20907;  telephone  800/358-9295. 


GENERAL  SURGERYTAKES 
ON  NEW  MEANING 
IN  THE  ARMY  RESERVE. 


When  you  take  time  to  serve 
with  the  Army  Reserve,  we’ll 
make  sure  it’s  time  well  spent. 

For  a minimum  amount  of 
time,  the  Reserve  will  make  sure 
you  get  a maximum  amount  of 
experience  you  probably  won’t  find 
in  your  civilian  practice. 

First  and  foremost,  you’ll  be 
an  Army  officer  with  all  the 
privileges  and  benefits  which  that 
entails. 

Also,  service  in  the  Reserve 
affords  you  an  opportunity  to  work 
with  dedicated,  top  professionals 
from  all  across  the  country,  as  well 
as  attend  important  medical 
conferences  and  even  continue 
your  education. 


BE  ALL  YOU  CAN  BE/ 

ARMY  RESERVE 


Serving  as  a general  surgeon 
in  the  Army  Reserve  is  an 
adventure  waiting  to  happen.  And 
because  your  time  is  important, 
we  can  be  very  flexible  about  how 
and  when  you  participate.  For 
more  information  about  Army 
Reserve  medicine,  contact  one  of 
our  experienced  Army  Reserve 
Medical  Counselors.  They  can 
arrange  for  you  to  talk  to  an  Army 
Reserve  physician  and  visit  a 
Reserve  Center  or  medical  facility. 
Call  collect: 

MAJOR  MARY  P.  SHERMAN 
USAR  MEDICAL  PERSONNEL 
COUNSELOR 
609-667-8190/8198 
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VASCULAR  LABORATORIES  OF  DELAWARE 


NONINVASIVE  VASCULAR  LABORATORY 

701  Foulk  Road  Glasgow  Medical  Center  Medical  Arts  Pavilion 

Suite  IF  2600  Summit  Bridge  Road  Suite  112 

Wilmington,  DE  19803  Suite  213  4745  Stanton-Ogletown  Road 

(302)  368-1130  Newark,  DE  19702  Newark,  DE  19713 

(302)  836-9838  (302)  368-1130 


NONINVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 

Extracranial  carotid  and  vertebral  arteries 
Abdominal  aorta  and  its  visceral  branches 
Arterial  system  of  the  upper  and  lower  extremities 
Venous  system  of  the  upper  and  lower  extremities 


Bruce  A.  Fellows,  M.D.  (Director)  Billie  Gray,  R.N.,  R.V.T. 

Mark  S.  Rosenbloom,  M.D.  Doreen  Mahoney,  L.P.N. 


MINOR  SURGERY  CENTER 


Emergency  and  Elective  Same-Day  Surgery 


NO  FACILITY  CHARGE 


Breast  Biopsy 
No-Scalpel  Vasectomy 
Cutaneous  Lesions 
Benign  and  Malignant 


Subcutaneous  Cysts  and  Tumors 
Lymph  Node  Biopsy 
Plantar  Warts 


Ingrown  Toenails 
Ischio-Reclal  Abscess 
Pilonidal  Abscess  or  Sinus 
Thrombosed  Hemmorhoids 


Hours:  9:00  a.m.  - 5:00  p.m.,  Monday  - Friday 

Amir  Mansoory,  M.D.,  F.A.C.S.  Shah  Morovati,  M.D.,  F.A.C.S. 

324  E.  Main  Street 
Newark,  DE  19711 

Telephone  737-4116  Fax  737-5082 

737-4990 


"Mom's  the  one  with  Alzheimer's, 
but  we're  the  ones  who  feel  helpless." 


How  often  do  you  have  to  tell  her  what  day  it  is?  How  often 
does  she  forget  her  name?  Or  where  she  is?  Or  who  you  are? 

We  understand  the  anguish  that  caring  for  someone  with 
Alzheimer's  can  put  you  through.  That's  why  we  developed 
our  Arcadia  Wing,  a special  part  of  our  nursing  center  just  for 
people  with  Alzheimer's  and  related  disorders. 

In  this safe,uncomplica ted  environment, yourmotherwill 
receive  the  24-hour  care  she  needs.  And  she'll  take  part  in  a 
vigorous  daily  schedule  of  activities  designed  to  maintain 
a w’areness,  encourage  independence,  and  ease  the  trauma  of 
confusion. 

We  will  also  extend  our  care  to  you,  with  family  support 
groups  and  counseling  sessions  to  make  this  difficult  time  a 
little  easier  for  everyone. 

For  more  information  on  our  new  Arcadia  Wing,  plus  a 
free  copy  of  When  Lave  Gets  Tough,  a wonderful  book  about 
the  nursing  care  decision,  call.  And  find  out  how  we're 
helping  people  feel  less  helpless  about  Alzheimer's  Disease. 


LEADER 

:sing  Rehabilitation  Cent  eh 
700  FOULK  ROAD 
WILMINGTON,  DELAWARE  19803 
302-764-0181 


Alzheimer’s  Day  Care 
Now  Available 


For  Sale 


Burdick  EKG-5 
EKG  mobile  stand 
Hausman  examining  table 
Two  overhead  cabinets 
Welch-Allyn  wall  unit 
Floor  cabinet 
Desk 

Lateral  filing  cabinet 
Reception  room  furniture  (Cole) 
Etc. 

Best  offer! 

Call  Dr.  Ben  at  302/996-3811 
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PRESIDENT'S  PAGE 

The  Physician  Volunteer 


Volunteer  firefighter  James  P.  Marvel,  Jr.,  M.D.,  of  the  Lewes  Fire  Department,  Inc. 


Many  of  you  will  recall  the  William  H.  Duncan, 
M.D.'s  President's  Page  in  August  1990  when 
he  appealed  for  Medical  Society  support  for  the 
United  Way  Campaign.  At  that  time,  Dr.  Duncan 
wrote,  "It  seems  to  me  that  the  single  most 
important  reason  [that  physicians  fail  to  al- 
ways participate  to  the  maximum  limit]  is  the 
failure  on  the  part  of  the  community  to  recog- 
nize the  enormous  charitable  contribution  made 
in  meeting  our  hospital  service  obligation,  vol- 
unteeringin  community  centers,  acceptinglow- 
income  patients  in  our  offices  and  the  like,  all 
resulting  in  thousands  of  dollars  of  care  ren- 
dered." 


Particularly  with  the  governor's  recent  pro- 
posal for  healthcare  reform  in  the  state  of  Dela- 
ware, asking  physicians  to  contribute  a portion 
as  part  of  a surcharge  on  our  license  fee  has 
brought  to  mind  the  voluntary  contributions  of 
many  of  the  physicians  in  our  state. 

Personally,  I have  always  felt  that,  in  addi- 
tion to  providing  medical  services  to  their  com- 
munity, physicians  should  be  actively  partici- 
pating members  of  the  community  and  give  as 
much  back  to  the  community  as  is  given  to  them 
by  the  loyalty  of  their  patients. 

For  example,  I have  enjoyed  my  activities 
very  much  as  a volunteer  firefighter,  working 
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with  the  Lewes  Fire  Dept.,  Inc.,  and  can  assure 
you  that  nothing  beats  the  cold  thrill  at  3:30  on 
a cold  winter  morning  when  the  fire  alarm  goes 
off.  Jumping  into  cold  bunker  boots  and  riding 
on  the  back  of  a Fire  engine  tends  to  be  an 
extremely  enlightening  --  if  not  to  say  awaken- 
ing --  experience.  More  important,  however,  is 
the  fact  that  we  are  responding  to  the  needs  of 
our  neighbors  and  friends  in  the  community.  In 
our  community,  most  of  us  who  participate  in 
the  fire  service  also  participate  in  the  ambu- 
lance service  as  well.  You  can  imagine  what  a 
gratifying  experience  this  can  be. 

Obviously  not  all  of  us  are  meant  to  be 
firefighters  or  ambulance  attendants,  but  I 
want  you  to  be  aware  of  the  many  volunteer 
activities  in  which  the  members  of  the  Medical 
Society  participate  throughout  the  year,  dis- 
tributing literally  thousands  of  hours  through 
their  endeavors. 

I have  mentioned  previously  that  our  Phy- 
sicians' Health  Committee  — completely  com- 
prised of  volunteers  --  works  regularly  as  a 
special  arm  of  the  Medical  Practice  Board. 
Many  pro  bono  hours  are  spent  by  the  members 
of  this  committe  helping  our  members  and 
protectingthe  community  when  precarious  situ- 
ations arise.  The  physician  members  of  our 
Medical  Practice  Board  are  also,  to  a great 
extent,  volunteering  their  own  time,  effort  and 
energy  in  conducting  many  of  the  investiga- 
tions relative  to  the  Board's  activities. 

More  than  70  physicians  participate  in  the 
services  provided  at  the  Claymont  Health  Cen- 
ter. The  Society  is  currently  negotiating  to  set 
up  a similar  health  center  in  inner  city 
Wilmington.  A special  subcommittee  has  been 
appointed  to  try  to  promote  volunteer  activities 
similar  to  the  Claymont  Health  Center  in  Kent 
and  Sussex  Counties.  I hope  that,  before  the 
year  ends,  we  will  be  able  to  announce  the 
extension  of  these  services  to  Kent  and  Sussex 
Counties  as  well. 

Delaware's  doctors  are  very  active  in  school - 
related  volunteerism.  For  example,  primarily 
under  the  guidance  of  our  beloved  volunteer 
physician,  Dr.  David  Platt,  a school  health  talks 
program  has  been  developed.  During  this  past 
summer,  a brochure  sent  to  all  of  the  state's 
schools  made  them  aware  of  the  programs  and 


topics  which  we  have  available.  As  of  this  date, 
over  150  talks  have  been  given  at  the  schools 
throughout  our  state,  informing  students  of 
healthcare  matters  which  are  vitally  important 
to  their  well-being. 

In  addition,  I have  recently  been  contacted 
by  the  Wellness  Clinics  in  the  state's  schools, 
asking  us  to  partipate  in  a volunteer  program 
through  these  clinics.  We  are  currently  discuss- 
ing these  proposals  and  hope  to  have  a prelimi- 
nary report  available  for  you  soon. 

Another  way  in  which  the  state's  school- 
children  benefit  from  volunteered  physician 
services  is  through  regular  physical  examina- 
tions for  student  athletes.  These  particular 
programs  have  been  met  in  most  areas  of  our 
state  with  extreme  enthusiasm  and  gratitude 
on  the  part  of  both  the  students  and  their 
parents. 

Physicians  also  serve  the  prison  commu- 
nity. Recently  a committee  was  formed  by  the 
Department  of  Corrections  to  audit  the  care 
given  to  the  prisoners  in  our  state,  and  several 
Medical  Society  members  are  voluntarily  serv- 
ing on  this  committee,  which  oversees  and 
audits  the  care  provided  to  prisoners  within  our 
state. 

As  you  will  recall,  in  my  inaugural  address 
I pledged  that  I would  work  toward  achieving 
the  active  participation  of  as  many  of  our  mem- 
bers as  possible  in  the  programs  of  the  Medical 
Society,  particularly  those  relating  to  activities 
providing  quality  medical  care  to  the  citizens  of 
our  state.  I am  quite  sure  that  the  general 
public  is  not  aware  of  the  many  physicians  in 
our  state  who  provide  care  both  to  the  uninsured 
and  to  Medicaid  patients.  I am  currently  trying 
to  develop  a program  which  I have  chosen  to 
title  "The  Voluntary  Initiative  Program,"  which 
will  specifically  recognize  those  physicians  who 
are  regularly  providing  care  to  the  underinsured 
and  in  particular  to  Medicaid  patients  through- 
out the  year.  The  Society  is  currently  trying  to 
assemble  statistics  that  would  make  this  a valid 
program  to  provide  for  specific  recognition  of 
those  physicians  who  are  participating. 

I am  sure  that  many  of  you  participate  in 
community-related  activities  on  a voluntary 
basis.  Unfortunately,  we  do  not  have  any  record 
of  these  activities,  such  as  participation  in  school 
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board  activities,  municipal  administration  and 
other  various  service  organizations.  It  would  be 
extremely  helpful  if  the  members  of  our  Society 
would  let  the  Medical  Society  office  know  of  the 
voluntary  activities  in  which  they  participate 
in  their  community.  I feel  that  it  is  extremely 
important  that  we  publicize  to  the  general  pub- 
lic as  well  as  to  all  the  members  of  our  Society 
the  voluntary  activities  in  which  our  members 
are  participating.  This  should  be  done  before 
any  consideration  is  given  to  adding  a sur- 
charge to  our  licensing  fee  to  provide  money  for 
the  care  of  the  uninsured  and  underinsured  in 
our  state. 

I would  again  personally  request  that  each 
of  you  contact  the  Medical  Society  with  a list  of 
your  volunteer  activities  so  that  we  can  make 
the  community  aware  of  the  significant  contri- 
butions of  the  physicians  in  our  state. 

CjWty)  (P 

James  P.  Marvel,  Jr.,  M.D. 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

90  Years  of  Caring 
1901  - 1991 

7900  Lovering  Avenue  Wilmington.  Delaware 


MINOR  SURGERY  CENTER 


Emergency  and  Elective  Same-Day  Surgery 


NO  FACILITY  CHARGE 

Subcutaneous  Cysts  and  Tumors  Ingrown  Toenails 

Lymph  Node  Biopsy  Ischio-Rectal  Abscess 

Plantar  Warts  Pilonidal  Abscess  or  Sinus 

Thrombosed  Hcmmorhoids 

Hours:  9:00  a.m.  - 5:00  p.m.,  Monday  - Friday 

Amir  Mansoory,  M.D.,  F.A.C.S.  Shah  Morovati,  M.D.,  F.A.C.S. 

324  E.  Main  Street 
Newark,  DE  19711 

Telephone  737-4116  Fax  737-5082 

737-4990 


Breast  Biopsy 
No-Scalpel  Vasectomy 
Cutaneous  Lesions 
Benign  and  Malignant 
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,4One  thing  I really  like  is 
the  approach  Princeton 
takes  toward  defending 
claims.  Princeton  fol- 
lows a policy  of  taking 
defensible  cases  to 
court,  instead  of  settling 
just  to.  avoid  the  hassle  of 
dealing  with  a case.  1 think 
that’s  a wonderful  way  to 
handle  frivolous  claims.  ” 


Dr.  Dwight  Fortier 
Pediatrician,  Annapolis 


More  than  90%  of 
Princeton-managed 
disposed  of  by  the  gi 
are  resolved  in  th# 
policyholder’s  favdr. 

Rated  “A”  by  Standard  & Pc  Jr's 


Mofre  than  1,500  j 
Delaware  and 
Maryland  doctor 
have  chosen 
Princeton  for 
their  profession* 
liability  coverage 
It’s  easy  to 
make  the  switch 


Princeton  Insur; 
4 North  Park  Djj 
Hunt  Valley,  Mn 
410-785-0900 


GRAND  ROUNDS 


Current  Concepts  in  the  Treatment 
of  Early  Stage  Breast  Cancer 


CASE  PRESENTATION 
Frank  Beardell,  M.D. 

The  patient  is  a 45-year-old  female  with  a 
history  of  fibrocystic  breast  disease  who  was 
noted  on  a routine  mammogram  to  have  a lesion 
suspicious  for  carcinoma.  The  patient’s  last 
mammogram  was  normal  four  years  previously. 
She  did  not  feel  a lump,  although  she  had 
difficulty  with  breast  self-examination  because 
of  her  fibrocystic  breast  disease.  F amily  history 
.\was  negative  for  breast  cancer  or  other  malig- 
n nancies.  Other  aspects  of  the  history  were 
ii  noncontributory. 

Physical  examination  was  entirely  normal. 
On  examination  of  the  breasts,  there  were  no 
masses,  retraction,  dimpling,  or  nipple  dis- 
charge. There  were  no  palpable  cervical, 
supraclavicular,  axillary,  or  inguinal  lymph 
nodes. 

The  patient  underwent  an  excisional  bi- 
opsy after  ultrasound  localization  of  the  breast 
r mass.  The  excised  tumor  measured  2 x 1.7  x 2.3 
cm.  Histopathology  revealed  an  infiltrating 
ductal  carcinoma  predominantly  in  sheets  and 
f cords  with  moderate  nuclear  pleomorphism. 
Carcinoma  was  noted  at  the  margins  of  the 
resected  tissue.  Ten  days  later,  the  area  was 
reexcised  and  an  axillary  lymph  node  dissec- 


Dr.  Puckett  is  a member  of  the  Section  of  Oncology  in  the 
Department  of  Medicine  at  the  Medical  Center  of  Dela- 
ware. 

Dr.  Beardell  is  a third-year  resident  in  the  Department  of 
Medicine  at  the  Medical  Center  of  Delaware. 

Presented  at  Medical  Grand  Rounds  at  the  Medical  Center 
of  Delaware  on  January  16,  1992. 


Christopher  Puckett,  M.D. 


tion  was  performed.  Fourteen  lymph  nodes 
were  submitted  for  histopathology  and  were 
negative  for  evidence  of  metastatic  disease. 

Estrogen-binding  capacity  of  the  tumor  was 
45  fmoles/mg  (positive  >10  fmole/mg),  and  pro- 
gestin binding  capacity  was  15  fmole/mg  (posi- 
tive >10  fmole/mg).  DNA  cell  cycle  analysis 
revealed  a DNA  index  of  1.7  (aneuploid  if  greater 
than  or  less  than  1).  The  S-phase  fraction  was 
19.4  percent  (unfavorable  prognosis  if  >4.7  per- 
cent). 

Because  of  the  lumpectomy,  it  was  recom- 
mended that  she  undergo  local  irradiation 
therapy  to  the  right  breast  to  reduce  the  risk  of 
local  relapse.  She  subsequently  received  4000 
rads  of  external  beam  irradiation  over  the  next 
six  weeks.  Because  of  the  poor  prognostic  fac- 
tors (tumor  size  greater  than  2 cm,  aneuploidy, 
and  high  S-phase  DNA  analysis),  she  was  of- 
fered adjuvant  chemotherapy  to  reduce  her 
risk  of  distant  relapse.  After  considerable  dis- 
cussion of  the  risks  and  benefits  of  chemo- 
therapy, informed  consent  was  obtained,  and 
the  patient  was  randomized  in  the  Cancer  and 
Leukemia  Group  B protocol  number  8897.  At 
the  conclusion  of  radiation  therapy  she  will 
receive  six  monthly  cycles  of  cyclophospha- 
mide, adriamycin  and  5-fluorouracil,  following 
which  she  will  receive  tamoxifen  for  five  years. 

DISCUSSION 
Christopher  Puckett,  M.D. 

Carcinoma  of  the  breast  is  the  most  common 
malignancy  of  females  in  the  United  States.  As 
a cause  of  cancer  death  in  women,  breastcancer 
is  exceeded  only  by  lung  cancer.  The  incidence 
of  breast  cancer  has  been  steadily  increasing 
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over  the  past  decade,  although  the  increased 
number  of  reported  cases  may  be  partially  at- 
tributable to  detection  following  more  wide- 
spread use  of  screening  mammography. 

Approximately  150,000  new  cases  of  breast 
cancer  were  diagnosed  in  1990,  30  percent  of  all 
newly  diagnosed  cancers  in  women.  In  1990, 
44,000  women  died  from  the  disease,  18  percent 
of  all  cancer  deaths.  In  comparison,  lungcancer 
accounted  for  21  percent  of  cancer  deaths  in 
that  year.1 

In  1982,  12,000  women  were  diagnosed 
with  malignant  breast  tumors  <2  cm  in  diam- 
eter with  negative  axillary  lymph  nodes.  By 
1986,  this  number  had  risen  to  32,000.  At  the 
same  time,  the  numbers  of  patients  with  tu- 
mors >5  cm  at  presentation  had  decreased, 
probably  a direct  result  of  heightened  public 
awareness  and  increased  mammographie 
screening. 

Of  the  150,000  patients  diagnosed  with 
breast  cancer  in  1990,  75  to  80  percent  had 
clinical  stage  I (tumor  2 cm  or  less  with  negative 
nodes)  or  stage  II  disease  (tumor  2 cm  or  less 
with  positive  nodes,  or  tumor  between  2 and  5 
cm  with  negative  nodes).  Two-thirds  had  no 
involvement  of  the  axillary  lymph  nodes.  Thus, 
a large  number  of  patients  have  what  is  now 
referred  to  as  “early  stage  disease,”  tumor  local- 
ized to  the  breast  in  association  with  negative 
lymph  nodes. 

It  has  become  increasingly  evident,  how- 
ever, that  breast  cancer  is  not  a local/regional 
disease,  but  rather  a systemic  one.  As  many  as 
43  percent  of  patients  with  negative  nodes  will 
experience  disease  recurrence,  with  a 32  per- 
cent mortality  at  10 years  in  those  patients  with 
recurrence.  Thus,  there  is  a need  for  effective 
adjuvant  systemic  therapy  for  patients  with 
negative  nodes.12 

THERAPY  FOR  BREAST  CANCER 
Surge  ry 

What  are  the  roles  of  mastectomy  versus 
breast  conservation  in  the  treatment  of  early 
stage  breast  cancer?  Halstedian  theory  states 
that  breast  cancer  spreads  geometrically  out 
from  the  breast  to  adjacent  nodal  areas.  More 
recent  concepts,  however,  indicate  that 
micrometastases  to  distant  areas  are  often 
present  at  diagnosis:  the  degree  of  local  control 


does  not  affect  survival.  Radical  mastectomy,  at 
one  time  the  mainstay  of  treatment  for  breast 
cancer,  has  been  shown  to  be  no  more  success- 
ful at  preventing  local  recurrence  of  disease 
than  modified  radical  mastectomy.  Radical  sur- 
gery is  currently  used  only  in  advanced  local 
tumors.3 

Since  the  1970s,  the  modified  radical 
mastectomy  has  been  the  most  commonly  used 
surgical  procedure  in  the  treatment  of  breast 
cancer.  Its  use  has  recently  been  challenged  by 
a breast  conservation  surgery  technique  (re- 
ferred to  as  lumpectomy,  segmental  mastec- 
tomy, or  partial  mastectomy),  in  which  the 
primary  tumor  and  adjacent  breast  tissue  are 
excised.  Axillary  node  dissection  is  also  per- 
formed, followed  by  radiation  therapy  (RT)  to 
the  remaining  part  of  the  breast.4 

One  of  the  most  widely  publicized  studies 
looking  at  surgical  options  in  early  stage  breast 
cancer  was  performed  by  the  National  Surgical 
Adjuvant  Breast  Project  (NSABP)  beginning  in 
the  1970s.  This  prospective  randomized  study 
compared  total  (modified  radical)  mastectomy 
to  segmental  mastectomy  (lumpectomy)  with  or 
without  radiation  in  1800  women.5  Five-year 
followup  demonstrated  that  neither  disease- 
free  survival,  distant-disease-free  survival,  nor 
overall  survival  differed  between  those  who 
received  modified  radical  and  those  who  re- 
ceived segmental  mastectomies. 

Another  important  fact  emerged  from  this 
study.  Patients  who  received  segmental 
mastectomy  alone  were  clearly  at  higher  risk 
for  local  relapse  than  those  who  received  radia- 
tion therapy  to  the  remaining  part  of  the  breast. 
Ninety  percent  of  patients  who  received  seg- 
mental mastectomy  plus  radiation  therapy  re- 
mained free  of  local  disease  at  five  years  versus 
70  percent  of  patients  who  had  segmental 
mastectomy  alone. 

Although  overall  survival  was  not  affected, 
patients  receiving  radiation  therapy  after  seg- 
mental mastectomy  required  subsequent  total 
mastectomy  less  frequently.  Eight-year 
followups  failed  to  reveal  a difference  between 
di  sease-free  survival,  distant-disease-free  sur- 
vival, or  overall  survival  between  those  treated 
with  modified  radical  mastectomy  and  those 
who  underwent  lumpectomy.6  However,  more 
and  more  patients  treated  with  lumpectomy 
without  radiation  therapy  required  total 
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mastectomy:  at  eight  years,  40  percent  of  pa- 
tients who  had  received  lumpectomy  without 
radiation  therapy  had  local  relapses  in  the 
breast  versus  10  percent  of  patients  who  had 
received  RT.  Thus,  the  conclusion  and  recom- 
mendation from  this  study  was  that  patients 
who  undergo  lumpectomy  ought  to  receive  ra- 
diation therapy,  even  though  overall  survival  is 
not  increased  by  the  addition  of  the  radiation. 

In  a 1987  University  of  Wisconsin  study  of 
206  patients  with  breast  cancer,7  almost  half 
were  not  considered  candidates  for  breast  con- 
servation, primarily  based  on  tumor  size.  One- 
half  of  those  who  were  suitable  candidates  for 
breast-conserving  surgery  elected  mastectomy. 
Of  the  remaining  patients  who  received  breast- 
conserving  therapy,  many  required  a subse- 
quent mastectomy  because  of  multicentricity  or 
a positive  pathologic  margin  found  either  at 
surgery  or  on  pathology.  Overall,  only  21  per- 
cent of  patients  in  the  study  actually  received 
breast-conserving  surgery.  The  use  of  this  more 
limited  surgery,  however,  is  increasing,  and  as 
more  patients  demand  it,  and  more  surgeons 
perform  it,  the  trend  should  continue. 

The  relative  and  absolute  contraindications 
for  breast-conserving  surgery  are  listed  below:3 

Absolute  contraindications: 

1)  Multicentric  breast  malignancy  with  either 
gross  multifocal  disease  or  diffuse  micro- 
calcifications detected  by  mammography 

2)  Unacceptable  cosmetic  result  (e.g.,  large 
tumors  relative  to  breast  size) 

3)  Tumors  larger  than  4 cm  in  size  (no  studies 
of  segmental  versus  total  mastectomy  have 
been  performed  in  these  patients) 

Relative  contraindications: 

1)  Central  lesion  requiring  nipple  resection 
(unacceptable  cosmetic  result) 

2)  Presence  of  extensive  intraductal  compo- 
nent (would  require  very  wide  excision  and 
produce  unacceptable  cosmetic  result) 

3)  Pregnancy  (cannot  receive  radiation) 

4)  Lack  of  radiation  facilities 

5)  Psychologic  fear  of  radiation 

6)  Older  patients 

7)  Patients  under  age  35 

8)  Large  or  pendulous  breasts  (makes  it  tech- 
nically difficult  to  remove  all  gross  tumor) 

9)  Inability  of  patients  to  have  periodic  follow- 


up 

NOTE:  If  a patient  refuses  to  receive  radiation, 
this  is  notan  absolute  contraindication  to  breast- 
conserving  therapy  as  long  as  the  patient  is 
willing  to  accept  the  30  to  40  percent  incidence 
of  local  (breast)  relapse,  which  would  then  ne- 
cessitate mastectomy.  Overall  survival  is  not 
altered  by  radiation  therapy.  The  standard  of 
care,  however,  is  for  patients  who  undergo 
breast-conserving  surgery  to  receive  post-op- 
erative radiation  to  the  remaining  breast  tis- 
sue. 

Adjuvant  Therapy 

The  majority  of  patients  with  node-nega- 
tive breast  cancer  are  cured  by  surgery  alone. 
However,  there  is  clear  evidence  that  the  rate  of 
local  and  distant  recurrence  is  decreased  by 
both  adjuvant  combination  cytotoxic  chemo- 
therapy and/or  by  adjuvant  tamoxifen.  There- 
fore, some  form  of  systemic  adjuvant  therapy 
should  be  considered  for  all  patients  with  newly 
diagnosed  localized  invasive  breastcancer.  How 
much  the  patient  should  be  involved  in  the 
decision  to  use  adjuvant  therapy  will  vary  from 
patient  to  patient.  Many  informed  patients  are 
able  to  help  make  appropriate  decisions  regard- 
ing their  health  care  after  considering  the  facts 
and  available  data. 

Four  studies  were  published  in  the  Febru- 
ary 23, 1989,  issue  of  the  New  England  Journal 
of  Medicine  on  the  use  of  adjuvant  therapy  in 
node-negative  breast  cancer.  They  are  all  well- 
designed,  prospective,  and  randomized,  and 
have  become  “benchmark”  studies  in  decisions 
related  to  treatment  of  these  patients.  They  are 
also  the  basis  for  subsequent  studies  which  are 
still  ongoing. 

The  first  was  the  NSABP-138  study,  which 
compared  surgery  plus  observation  to  surgery 
plus  one  year  of  sequential  methotrexate  (MTX) 
and  5-fluorouracil  (5-FU)  chemotherapy  in  the 
treatment  of  node-negative  breast  cancer.  The 
study  included  679  node-negative,  estrogen 
receptor  (ER)  negative  patients  <70  years  old. 
At  four  years’  follow-up,  disease-free  survival 
was  significantly  better  in  the  patients  treated 
with  adjuvant  chemotherapy.  This  advantage 
was  observed  both  in  patients  <50  years  and 
those  >50  years  of  age.  At  four  years,  the  re- 
lapse rate  was  reduced  by  24  percent  in  the 
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younger  group  and  50  percent  in  the  older 
group.  The  rates  of  local,  regional,  and  distant 
metastases  were  all  decreased.  Looking  at  tu- 
mor size,  progesterone  receptor  status,  and 
type  of  surgery  (e.g.,  total  versus  segmental 
mastectomy),  no  subgroup  of  patients  was  iden- 
tified that  did  not  benefit  from  the  therapy.  Side 
effects  were  mild  to  moderate,  with  nausea, 
vomiting,  and  diarrhea  mostcom mon.  No  deaths 
from  the  treatment  occurred.  Overall  survival 
at  the  four-year  follow-up  point,  however,  was 
not  significantly  different  between  the  two 
groups.  This  may  have  been  due  to  the  short 
follow-up  period. 

The  Intergroup  Study9  evaluated  the  effi- 
cacy of  adjuvant  chemotherapy  in  406  high-risk 
node-negative  breast  cancer  patients.  Patients 
were  eligible  if  they  were  ER  negative  with  any 
size  tumor,  or  ER  positive  with  tumors  >3  cm. 
After  surgery,  patients  were  randomized  to 
receive  either  chemotherapy  with  cyclophos- 
phamide, methotrexate,  5-fluorouracil  and 
prednisone  (CMFP)  or  observation. 

The  three-year  disease-free  survival  was  84 
percent  in  the  chemotherapy-treated  patients 
versus  69  percent  in  those  observed.  Premeno- 
pausal patients  benefitted  whether  their  tu- 
mors were  ER  negative  or  ER  positive.  Postm- 
enopausal patients  seemed  to  have  benefitted 
also,  but  because  of  the  small  numbers  in  the 
study,  statistical  significance  was  not  achieved. 
Toxicity  consisted  primarily  of  leukopenia,  in- 
fections, nausea,  vomiting,  and  diarrhea.  One 
death  occurred  secondary  to  the  adjuvant  che- 
motherapy. 

Overall  survival,  however,  was  no  different 
between  the  treatment  and  control  groups. 
Again,  this  may  be  secondary  to  the  short  fol- 
low-up period.  The  relapse  rate  was  higher  in 
this  study  than  in  other  published  reports,  but 
this  may  be  due  to  the  fact  that  this  study 
focused  on  node-negative  patients  with  poor 
prognoses,  while  the  others  were  not  so  selec- 
tive. 

The  Ludwig  Breast  Cancer  Study  Group10 
studied  1275  node-negative,  ER  positive  or  ER 
negative  patients  with  breast  cancer.  Patients 
were  randomized  to  surgery  plus  observation 
versus  surgery  plus  one  perioperative  course  of 
cytoxan,  MTX  (with  leucovorin),  and  5-FU 
(CMF)  given  within  36  hours  of  surgery.  At  four 
years’  follow-up,  overall  survival  showed  a trend 


in  favor  of  the  group  treated  with  the  adjuvant 
chemotherapy.  The  patients  who  appeared  to 
benefit  the  most  were  those  who  were  premeno- 
pausal or  who  had  ER  negative  tumors. 

The  NSABP-14  study,11  in  which  the  Medi- 
cal Center  of  Delaware  participated,  was  a 
controlled  randomized  study  which  evaluated 
the  benefits  of  surgery  plus  observation  versus 
surgery  plus  tamoxifen  in  the  treatment  of 
node-negative  ER  positive  breast  cancer  pa- 
tients. Two  thousand  six  hundred  forth-four 
patients  <70  years  of  age  were  studied.  At  four 
years’  follow-up,  83  percent  of  patients  receiv- 
ing tamoxifen  were  free  of  disease,  compared  to 
only  77  percent  of  controls.  This  represented  a 
26  percent  reduction  in  the  relapse  rate.  The 
reduction  of  relapse  was  44  percent  in  patients 
<50  years  and  14  percent  in  patients  >50  years 
of  age.  Overall  survival,  however,  was  no  differ- 
ent between  the  treatment  groups,  but  again 
this  may  be  due  to  the  short  follow-up  period. 
Side  effects  were  mild  and  tolerable.  Hot  flashes, 
vaginal  discharge,  and  irregular  menses  were 
the  most  common  complaints.  Thromboembol- 
ism occurred  in  0.2  percent  of  the  control  pa- 
tients and  0.9  percent  of  those  receiving 
tamoxifen.  One  patient  receiving  tamoxifen 
died  of  a pulmonary  embolism. 

All  of  these  studies  yielded  similar  results 
(i.e.,  improvement  in  disease-free  survival  in 
patients  treated  with  surgery  plus  adjuvant 
therapy  versus  those  treated  with  surgery 
alone).  None,  however,  demonstrated  increased 
overall  survival  in  the  treatment  groups.  This 
may  be  secondary  to  the  short  follow-up  peri- 
ods, and  points  out  the  difficulty  in  assessing 
therapies  in  breast  cancer.  The  ideal  approach 
may  be  to  compare  median  or  mean  survivals, 
but  this  information  may  not  be  available  for  10 
to  15  years  or  longer. 

The  complications  of  adjuvant  therapy,  al- 
though usually  mild,  must  be  considered  when 
treating  patients  with  node-negative  breast 
cancer,  particularly  when  most  will  be  cured 
without  such  therapy.  In  addition,  it  is  not  clear 
at  this  point  that  adjuvant  therapy  will  result 
in  improved  overall  survival.  Of  the  3500  pa- 
tients in  the  four  studies  mentioned,  two  died 
from  complications  of  the  adjuvant  therapy, 
one  from  pulmonary  embolism,  and  one  from 
infection.  Efforts  are  currently  focused  on  de- 
termining prognostic  factors  so  that  those  node- 
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negative  patients  who  are  at  high  risk  of  dis- 
ease relapse  can  be  identified  for  adjuvant  che- 
motherapy, and  those  patients  who  are  likely  to 
be  cured  by  surgery  alone  will  be  spared  the 
morbidity  and  possible  mortality  of  such 
therapy. 

FACTORS  INFLUENCING  PROGNOSIS 
IN  EARLY  STAGE  BREAST  CANCER 

Factors  which  may  influence  prognosis  in  early 
stage  breast  cancer  are  listed  in  Table  1.  Pa- 
tients with  tumors  <2  cm  in  size  are  known  to 
have  a lower  relapse  rate  that  those  with  tu- 
mors >2  cm.  In  patients  with  tumors  of  1 cm  or 
less,  the  relapse  rate  may  be  as  low  as  10 
percent;  for  tumors  1 to  2 cm,  17  percent;  and  in 
those  with  tumors  >2  cm,  the  relapse  has  been 
reported  to  be  as  high  as  43  percent.  Patients 
with  either  estrogen-  or  progesterone-receptor- 
positive tumors  have  better  prognoses  than 
those  with  receptor-negative  tumors.  However, 
the  difference  in  recurrence  rates  at  five  years 
is  only  8 to  10  percent. 

When  determined  by  experienced  patholo- 
gists, the  histopathologic/nuclear  grade  can  be 
used  to  separate  out  those  node-negative  pa- 
tients with  favorable  or  unfavorable  prognoses. 
A higher  nuclear  grade  is  associated  with  a 
higher  recurrence  rate.12  Because  of  problems 
with  reliability  and  consistency,  however, 
nuclear  grading,  while  currently  part  of  the 
routine  pathologic  review  of  breast  cancer  speci- 
mens, generally  cannot  be  used  alone  as  a 
predictor  of  relapse. 

Several  well-characterized  histologic 
subtypes,  although  they  represent  a minority  of 
al  1 breast  cancer  cases,  impart  a favorable  prog- 
nosis. These  include  tubular,  colloid,  and  med- 
ullary carcinomas  of  the  breast.  Relapse  rates 
in  these  subtypes  are  about  one-half  of  those 
seen  in  patients  with  ductal  or  lobular  carcino- 


Size of  tumor 

Estrogen  and  progesterone  receptor  status 

Pathology  of  tumor 

Histopathologic/nuclear  grade 

Cellular  proliferation  measurement  (S-phase) 

Cathepsin-D  level 

Presence  of  HER-neu  (oncogene) 

Table  1.  Prognostic  factors  in  patients  with  early  stage 
breast  cancer. 


mas. 

Measurements  of  cellular  proliferation  in 
breast  cancer  specimens  have  also  been  shown 
to  correlate  with  prognosis.13  DNA  flow 
cytometry  is  widely  available  and  is  routinely 
used  in  the  evaluation  of  breast  cancer  speci- 
mens. Patients  with  aneuploid  tumors  have 
been  shown  to  have  a higher  rate  of  relapse 
than  those  with  diploid  tumors.  Similarly,  tu- 
mors with  higher  S-phase  fractions  also  carry  a 
worse  prognosis.  Unfortunately,  many  speci- 
mens are  not  able  to  be  evaluated  by  this  tech- 
nique because  of  methodologic  problems  such 
as  insufficient  amount  of  tissue  --  approxi- 
mately 1 gm  is  needed  for  DNA  flow  cytometry 
studies. 

A variety  of  other  factors  may  be  predictive 
of  prognosis  in  breast  cancer  patients.  Increased 
levels  of  cathepsin-D 

are  associated  with  an  unfavorable  prognosis. 
The  presence  ofHER-neu,  an  oncogene  protein, 
appears  to  be  associated  with  a worse  prognosis 
in  node-positive  patients  and  may  also  be  useful 
in  node-negative  patients. 

The  goal  of  identifying  these  prognostic 
factors  i s to  select  out  those  patients  with  breast 
cancer  who  would  be  most  likely  to  benefit  from 
the  use  of  adjuvant  therapy.  Because  informa- 
tion is  still  lacking,  all  eligible  women  with 
node-negative  breast  cancer  should  be  encour- 
aged to  participate  in  an  ongoing  clinical  trial. 

Investigations  into  early  stage  breast  can- 
cer are  ongoing.  Future  studies  will  undoubt- 
edly be  aimed  at  developing  and  refining  prog- 
nostic factors  so  that  the  nuclear  grading  sys- 
tem can  be  standardized  and  the  relationship 
between  individual  prognostic  factors  and  re- 
sistance to  chemotherapy  can  be  further  de- 
fined. In  addition,  intensive  efforts  are  being 
made  to  improve  adjuvant  chemotherapy  by 
evaluating  different  chemotherapy  and  hor- 
monal therapy  combinations,  the  dose  inten- 
sity, timing,  and  duration 

of  adjuvant  therapy,  and  defining  the  use  of 
tamoxifen  in  receptor  negative  tumors  (Table 
2).  Finally,  future  investigations  will  include 
quality  of  life  parameters  in  outcome  measure- 
ments. 

QUESTIONS 

A physician:  Does  the  timing  of  surgery  in 
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CALGB  8897 
NSABP  B-20 


NSABP  B-21 
NSABP  B-23 


Comparison  of  adjuvant  chemotherapy  with  or  without  endocrine  therapy  in  high-risk,  node- 
negative breast  cancer  patients,  and  a natural  history  follow-up  in  low-risk  node-negative  patients. 

A clinical  trial  to  determine  the  worth  of  chemotherapy  and  tamoxifen  over  tamoxifen  alone  in  the 
management  of  patients  with  primary  invasive  breast  cancer,  negative  axillary  nodes  and  estrogen 
receptor  positive  tumors. 

A clinical  trial  to  determine  the  worth  of  tamoxifen  and  the  worth  of  breast  radiation  in  the 
management  of  patients  with  node-negative,  occult,  invasive  breast  cancer  treated  by  lumpectomy. 

A clinical  trial  comparing  short,  intensive  Adriamycin/Cytoxan  +/-  tamoxifen  with  conventional 
CMF  +/-  tamoxifen  in  node-negative  breast  cancer  patients  with  estrogen  receptor  negative  tumors. 


Table  2.  Ongoing  clinical  trials  available  at  the  Medical  Center  of  Delaware  for  patients  with  node- negative  breast 
cancer. 


premenopausal  women  matter  as  far  as  what 
the  stage  of  her  menstrual  cycle  is? 

Dr.  Puckett:  The  stage  of  a patient’s  men- 
strual cycle  does  not  seem  to  be  important  in  the 
surgical  treatment  of  breast  cancer. 

A physician:  Does  the  radiation  therapy  that 
women  receive  who  have  had  lumpectomies 
carry  a carcinogenic  risk? 

Dr.  Puckett:  Radiation  therapy  to  the  breast  is 
quite  focused.  It  is  designed  to  be  limited  to  the 
involved  breast  and  does  not  penetrate  the  lung 
or  heart.  The  techniques  used  today  are  gener- 
ally expected  to  be  free  of  side  effects.  Data  to 
answer  this  question,  however,  has  not  been 
accumulated.  This  procedure  is  only  five  to  10 
years  old,  and  development  of  complications 
from  radiation  therapy  can  take  years.  Based 
on  past  experience,  it  is  expected  that  the  risk 
of  carcinogenesis  from  radiation  therapy  post 
lumpectomy  is  minimal. 

A physician:  How  does  the  oncology  commu- 
nity view  the  silicone  breast  implant  contro- 
versy? 


Dr.  Puckett:  This  is  a big  issue  in  many  of  my 
patients  who  have  had  breast  implants.  I don’t 
know  if  it  will  result  in  more  patients  getting 
breast-conserving  therapy  as  opposed  to 
mastectomy. 
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Changes  in  Community  Psychiatry 
During  the  Past  50  Years 


V.  Terrell  Davis,  M.D. 


In  this  paper  I shall  explore  the  social,  political, 
and  cultural  forces  which  have  frustrated  the 
proposed  development  of  community  psychiat- 
ric services.  I shall  also  discuss  alternative  ap- 
proaches for  optimal  achievement  of  psychiatric 
treatment  of  major  disabilities  in  community 
facilities. 

One  of  the  problems  has  been  addressed  in 
the  title  of  this  session,  namely  “community 
psychiatry”  rather  than  the  euphemism,  “com- 
munity mental  health  services.”  As  far  back  as 
the  time  of  Clifford  Beers,1  when  he  wanted  to 
establish  a national  organization  to  work  for 
more  humane  care  of  the  mentally  ill  and  was 
persuaded  instead  to  focus  on  a national  organi- 
zation for  the  promotion  of  mental  health,  there 
has  been  a conscious  and  sub-conscious  rejec- 
tion of  the  mentally  ill  by  the  public. 

The  first  community  psychiatric  facilities 
were  the  asylums  of  Dorothea  Dix  fame.  Then 
came  the  psychiatric  hospitals  of  Thomas 
Kirkbride.  Progress  was  made  in  many  states  in 
the  post-war  years  of  the  1940s  and  1950s  by 
outpatient  clinics  of  general  and  state  psychiat- 
ric hospitals  staffed  by  private  practice  and 
state  hospital  psychiatrists. 

Community  services  for  the  mentally  ill 
were  proposed  as  “Community  Mental  Health 
Services”  in  federal  legislation  in  1963.  More 
recently  these  services  have  been  referred  to  as 
“Community  Psychiatric  Services,”  but  in  1986 
Roger  Peale2  suggested  that  “community  psy- 
chiatry has  had  its  day.”  In  this  discussion,  I 


Prepared  for  delivery  at  a workshop  of  the  Institute  of 
Hospital  and  Community  Psychiatry  of  the  American  Psy- 
chiatric Association,  Los  Angeles,  California,  October  1991. 


shall  use  the  term  “community  psychiatry”  to 
refer  to  the  non-defranchising  of  the  mentally 
ill,  recognizing  that  the  mentally  ill  are  human 
beings  and  as  such  need  the  social  support  of  a 
community  of  other  people.  Psychiatric  treat- 
ment cannot  be  efficient  or  effective  without 
attention  to  community  reactions,  attitudes, 
and  support.  Community  psychiatry  also  fol- 
lows the  Hippocratic  admonition  to  “do  no  harm,” 
combatting  the  natural  tendency  to  reject  the 
mentally  ill. 

Harry  Stack  Sullivan  in  19383  spoke  of  the 
benefits  possible  from  “segregated  communi- 
ties.” In  the  1930s  and  early  1940s,  those  con- 
ducting psychiatric  treatment  in  general  and 
special  hospitals  were  beginning  to  learn  that 
much  of  the  disturbed  behavior  of  the  mentally 
ill  was  the  result  of  their  treatment,  rather  than 
a part  of  their  illness.  John  Koltes  and  Maxwell 
Jones4  spoke  of  “therapeutic  communities.” 

Nineteen  forty-two  through  1948  gave  us 
wartime  experiences  which  changed  some  of 
our  concepts  of  psychiatry.  We  learned  that 
soldiers  during  the  stresses  of  jungle,  land,  air, 
and  sea  combat,  far  from  home  could  develop  a 
classic  picture  of  schizophrenia  with  spontane- 
ous recovery  after  several  weeks  or  months 
removal  from  the  war  zone. 

Nineteen  forty-eight  through  1954  was  a 
period  of  attempted  break-through  of  the  thera- 
peutic nihilism  which  took  the  position  that 
resources  should  be  invested  in  preventingmen- 
tal  illness  and  not  squandered  on  treatment. 
Institutions  established  for  treatment  of  diffi- 
cult children  and  adolescents  were  immediately 
filled  with  “treatable”  patients  rather  than  the 
difficult. 
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Between  1954  and  1960  the  federal  govern- 
ment had  two  programs:  Hospital  Improve- 
ment Grants  and  Hospital  Staff  Development 
Grants.  These  programs  served  to  stimulate 
innovative  approaches  in  hospital  treatment 
and  staff  training  and  development.  Profes- 
sional associations  facilitated  the  exchange  of 
information  so  that  what  was  learned  in  one 
project  could  be  adopted  by  many  hospitals. 

The  Joint  Commission  on  Mental  Illness 
and  Health  was  a non-governmental,  non-profit, 
multi-disciplinary  organization  founded  in  the 
spring  of  1955  by  leaders  of  the  American  Medi- 
cal Association,  American  Psychiatric  Associa- 
tion and  other  national  professional  and  lay 
organizations.  It  sponsored  the  Mental  Health 
Study  Act  of  1955  (PL152)  which  Congress 
passed  without  a dissenting  vote  and  in  1956 
became  a grantee  of  NIMH.  That  same  year,  in 
its  first  annual  report,  the  Commission  noted  “a 
shift  from  the  hopeless  attitude  that  admission 
to  a mental  hospital  is  a point  of  no  return  to  the 
more  wholesome  outlook  that  mental  diseases, 
including  major  psychoses,  are  just  as  treatable 
as  any  other  chronic  disease;  in  some  instances, 
more  so.”  It  reported  that  one  state  had  “com- 
munity health  centers,  combining  outpatient 
clinics  and  community  services  offering  educa- 
tional, informational,  and  consultative  services 
appropriate  to  the  promotion  of  mental  health." 

Additionally,  the  report  stated,  “It  has  been 
observed,  that  contrary  to  some  impressions, 
admission  to  a mental  hospital  is  not  necessar- 
ily a one-way  street,  even  for  senile  patients.” 
The  report  also  noted  the  existence  of  “halfway 
houses,”  the  use  of  public  health  nurses  in  what 
might  be  called  “follow-through”  services  to 
mental  patientsand  theirfamilies,  better  train- 
ing in  psychiatry  for  all  physicians,  hospitals 
attempting  to  elevate  their  caregivers  to  a higher 
level  of  patient  service  through  better  training, 
practical  nurses  trained  for  mental  health  work, 
an  increasing  number  of  clergymen  interested 
in  community  health  services,  and  many  state 
hospitals  with  full-time  chaplains. 

We  can  see  from  these  early  activities  that 
bringing  psychiatric  services  to  people  in  the 
community  did  not  specifically  separate  mental 
health  services  from  health  services  in  general, 
as  we  tend  to  do  today. 


It  would  appear  that  the  leaders  of  the  Joint 
Commission  proposal  were  conscientious  per- 
sons whose  objective  was  to  make  an  exhaus- 
tive, comprehensive  study  of  the  extent  of 
problem  needs  for  improved  mental  health. 
They  had  not  learned  that  establishing  attain- 
able step-by-step  priorities  for  meeting  a vast 
problem  sets  up  a scenario  wherein  each  indi- 
vidual accomplishment  strengthens  the  re- 
sources and  provides  impetus  for  further  ac- 
complishments and,  conversely,  the  frustra- 
tions in  a frontal  approach  to  a large  problem 
are  self-defeating. 

In  reality,  the  tremendous  effort  that  was 
invested  and  the  strong  backing  by  the  federal 
government  raised  greater  expectations  than 
could  be  realistically  provided.  Over  the  course 
of  years,  frustration  eroded  much  of  the  progress 
in  developing  comprehensive  community  psy- 
chiatric services.  Prior  to  1956,  there  was  in 
place  a system  of  community  psychiatry  which 
was  being  nurtured  by  the  established  system 
of  hospital  psychiatry  and  the  public  and  pri- 
vate practice  of  psychiatric  medicine.  But  when 
the  Joint  Commission  submitted  its  report  to 
Congress,  the  prevalent  feeling  was  to  abandon 
the  old  and  pursue  the  new. 

Between  1945  and  1965  there  were  remark- 
able developments  in  community  psychiatry  in 
various  states  as  an  outgrowth  of  the  public  and 
private  practice  of  psychiatric  medicine.  The 
public  had  begun  to  learn  that  psychoses  were 
treatable  once  patient,  family  and  community 
were  involved  in  the  formulation  of  a realistic 
treatment  plan.  But  not  all  changes  of  that 
period  were  helpful.  Well-intentioned  but  naive 
citizen  support  groups  interpreted  the  state- 
ment of  APA  President  Harry  Solomon  in  the 
1958  annual  presidential  address  as  a death 
knell  for  state  psychiatric  hospitals.  This  was 
copied  by  Dr.  Robert  Felix  in  his  introduction  to 
Morton  Hunt’s  Mental  Hospital,  published  in 
1962:  “I  feel  able  to  predict  that  within  25  years, 
the  mental  hospital  as  we  have  known  it  in  the 
past  will  have  ceased  to  exist.” 

In  1968  New  Jersey  hospitals  provided  com- 
munity psychiatry  in  the  form  of  pre-  and  post- 
hospital services.  In  my  judgment,  the  tragedy 
of  the  period  was  the  vast  number  of  knowl- 
edgeable psychiatric  treatment  professionals 
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who  were  taken  away  from  treatment  activities 
to  become  preoccupied  with  changing  the  sys- 
tem. 

A “war-culture”  attitude  expressed  by  met- 
ropolitan housing  authorities  in  many  cities 
resulted  in  the  displacement  of  residents  from 
poor  residential  areas  so  that  “modern”  urban 
housing  could  be  constructed  with  federal  fi- 
nancial assistance.  Not  only  did  this  disrupt  the 
community  support  which  had  previously  ex- 
isted in  the  neighborhoods,  but  also  high-rise 
housing  made  it  impossible  for  parents  to  ob- 
serve their  children  playing  outside,  and  made 
the  units  so  small  that  there  was  no  room  for 
grandparents  or  other  family  members  to  help 
with  the  support  of  the  children.  It  also  pro- 
vided elevators  which  rebellious  adolescents 
could  use  to  harass  and  threaten  the  residents. 
In  some  cities  these  mistakes  were  later  torn 
down. 

On  a more  simple  level,  I was  secretary  of  a 
legislative  commission  to  revise  laws  for  the 
care  of  the  mentally  ill  in  New  Jersey  in  1957. 
Rather  than  looking  at  the  existing  law  and 
prioritizing  changes  which  we  thought  were 
needed,  and  introducing  legislation  to  accom- 
plish those  changes  one  by  one,  we  elected  to 
write  a new  chapter  to  replace  the  old  one.  In 
addition  to  waiting  two  years  before  we  submit- 
ted our  recommendations,  it  took  us  two  more 
years  to  get  anything  through  the  legislature.5 

The  Advisory  Committee  on  Manpower  in 
Mental  Health  said  in  its  1956  report:  “The 
public’s  level  of  aspiration  for  health,  adjust- 
ment, and  happiness  is  already  high.  It  will 
probably  go  higher.  If  existing  professions  do 
not  meet  the  demand,  then  new  professions  will 
probably  come  into  existence.  Some  observers 
believe  that  the  mental  health  movement  may 
be  as  insistent  and  as  powerful  as  the  industrial 
revolution.”  Was  this  an  intimidating  state- 
ment? 

Jack  Ewalt  at  his  presentation  in  Chicago, 
Illinois,  on  August  9, 1956,  said  in  part:  “Mental 
health  activities  in  the  states  and  through  vol- 
untary organizations. ..have  increased  so  rap- 
idly in  the  last  few  years  that  we  may  describe 
them. ..as  a social  phenomenon  of  our  time... 
and  yet  I am  not  sure  that  I can  explain  its 
fruition  at  this  particular  time.”  Between  1960 


and  1966  we  went  from  an  American  system  of 
free  enterprise  in  the  development  of  commu- 
nity psychiatry  to  a regimented  socialistic  type 
of  dealing  with  problems  by  national  decree. 
Our  professional  meetings  turned  to  planning 
grandiose  schemes  for  solving  problems  of  com- 
munity psychiatry.  Instead  of  developing  work- 
ing models  on  small  scales  in  local  communities 
and  sharing  our  experience  with  other  profes- 
sionals and  interested  patients  and  families  in 
other  communities  for  them  to  emulate,  we 
poured  money  into  plans  rather  than  active 
programs.  This  fueled  inflation  in  prices  for 
professional  help  and  added  the  cost  of  layers  of 
planning,  coordinating,  and  evaluation  person- 
nel, rather  than  putting  together  individual 
working  programs  and  letting  them  speak  for 
themselves. 

Community  groups  perpetuated  the  stigma 
of  psychiatric  patients  by  protesting  the  estab- 
lishment of  specialized  facilities  for  children, 
adolescents,  and  alcoholics  on  the  grounds  of 
state  hospitals.  In  some  states  pressure  from 
these  groups  caused  the  closure  of  such  special- 
ized facilities.  Their  replacement  by  facilities  in 
the  community  was  resisted  by  the  same  and 
other  groups  which  did  not  want  such  facilities 
in  their  residential  area. 

It  is  my  impression  that  the  most  progress 
was  made  between  1948  and  1961  when  the 
only  national  programs  were  the  NIMH  hospi- 
tal improvement  grant  programs  and  the  men- 
tal health  project  grants  which  funded  innova- 
tive proposals.  After  1961,  there  was  a federal 
monopoly  on  the  design  and  financing  of  treat- 
mentfacilities  with  the  major  innovations  com- 
ing from  fiscal,  political,  and  administrative 
bureaucrats  to  the  exclusion  of  local  initiatives. 
Professional  associations  recognized  the  need 
for  close  relations  with  government  to  keep  it 
focused  on  serving  patients  rather  than  feeding 
the  bureaucracy,  but  even  professionals  were 
seduced  to  look  for  “the  one  way”  instead  of 
encouraging  local  initiative. 

The  community  mental  health  center  was 
promoted  to  replace  the  mental  hospital,  hut 
there  were  no  recommendations  for  community 
living  which  is  an  essential  need  of  human 
beings.  This  need  was  pointed  out  by  Duncan 
MacMillan  in  1960  but  was  not  picked  up  in  the 
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rush  to  federal  programs  in  1963.  Clarence 
Hinks3  pointed  out  the  failure  of  the  states  to 
develop  adequate  programs  but  overlooked  the 
absence  of  sound  professional  judgments  and 
leadership.  Passing  the  responsibility  and  bur- 
den for  financing  mental  health  services  to  the 
federal  government  increased  the  demand  for 
professional  manpower  and  increased  overhead. 
We  did  not  need  the  1963  legislation  providing 
federal  funds  for  the  states  to  “plan  for  Plan- 
ning Community  Mental  Health  Centers.” 
Have  you  noticed  how  often  a bureaucracy 
will  respond  to  a specific  proposal  by  decidingto 
“study  the  problem”?  This  is  usually  a filibuster 
to  avoid  a yes  or  no  answer  and  to  stall  for  time. 
More  often  than  not  it  takes  people  away  from 
the  direct  provision  of  services,  costs  money 
and  manpower,  and  rarely  proves  anything.  I 
know  of  nothing  that  was  discovered  directly  as 
a resultofthe  action  of  the  JointCommission  on 
Mental  Illness  and  Health  during  the  years 
1956-1961,  but  it  did  distract  a lot  of  profes- 
sional people  from  work  which  they  were  al- 
ready doing  to  improve  the  care  of  the  mentally 
ill.  Similarly,  the  mental  hygiene  movement 
contributed  very  little  to  the  prevention  of  men- 
tal illness.  In  fact,  it  may  have  been  responsible 
for  a breakdown  in  parenting  practices  in  order 
not  to  “frustrate”  the  infant  or  child. 

Other  changes  and  insights  that  should  be 
noted  are: 

At  the  turn  of  the  century,  epilepsy  was 
not  understood,  and  some  states,  like 
New  Jersey,  provided  specialized  resi- 
dential facilities  (1898).  By  1960  such 
patients  no  longer  needed  residential 
care  unless  the  seizures  were  part  of  an 
organic  brain  syndrome. 

In  the  1940s  effective  prevention  and 
treatment  was  developed  for  “general 
paralysis  of  the  insane”  or  syphilitic 
paresis.  Thus  a major  source  of  psychia- 
tric disability  was  eliminated  by  the 
1960s  through  the  use  of  antibiotics. 
The  open  hospital  concepts  of  the  1950s 
facilitated  the  destigmatization  of  the 
mentally  ill. 

Advances  in  understanding  the  chem- 
istry of  the  brain  brought  new  insights 
but  also  tended  to  downplay  the  impor- 
tance of  interpersonal  relations. 


Dr.  Albert  Glass0  of  the  Oklahoma  De- 
partment of  Mental  Health  saw  the 
future  state  mental  hospital  as  provid- 
ing essential  parts  of  the  comprehen- 
sive range  of  community  psychiatric 
services  and  decreasing  the  emphasis 
on  long-term  residential  care. 

Dr.  Walter  Barton  in  Psychiatric  An- 
nals, October  19757  reported  that  the 
rising  admissions  and  census  at  Boston 
State  Hospital  were  reversed  in  1949 
(before  the  introduction  of  new  drugs) 
“merely  by  treating  the  inmates  like 
sensitive  human  beings.” 

Day  hospital  programs  were  also  ex- 
panded in  the  late  1940s  and  1950s 
before  psychotropic  medications.78  An 
effective  day  hospital  program  was  es- 
tablished at  Trenton  State  Hospital, 
New  Jersey,  in  1952,  modeled  on  a simi- 
lar facility  operated  since  1947  by  the 
Allan  Memorial  Institute  of  Psychiatry 
in  Montreal,  Canada. 

Dr.  Ewald  Busse  in  Mental  Hospital, 
February  19688,  pointed  out  that  psy- 
choanalytic thinking,  derived  from 
Sigmund  Freud, held  that  psychothera- 
peutic efforts  should  not  be  invested  in 
the  elderly.  In  1950,  I,  too,  was  told  by 
a training  analyst  in  New  York  City 
that  a 60-year  old  woman,  whom  I was 
successfully  treating,  was  not  a suit- 
able patient  for  supervision  as  part  of 
psychoanalytical  training.  Dr.  Busse 
also  said,  “Psychiatric  treatment  of  eld- 
erly patients  must  be  planned  and  car- 
ried out  with  a specific  goal  in  mind.” 
This  highlights  what  I would  consider 
the  most  significant  change  in  commu- 
nity psychiatry:  The  realization  that  it 
is  possible  and  essential  to  establish 
treatment  goals  and  objectives  and  de- 
velop a plan  for  achieving  them  at 
the  beginning  of  the  professional  rela- 
tionship. 

John  Talbot  in  1979°  said,  “Community 
is  better”;  “Community  care  costs  less”; 
“Care  in  the  least  restrictive  setting  is 
of  higher  quality.”  All  of  the  essential 
elements  of  the  community  mental 
health  centers  --  comprehensiveness, 
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continuity  of  care,  community  involve- 
ment, etc.  — had  been  discovered  and 
applied  in  many  states,  but  then  all 
progress  stopped  with  the  report  of  the 
Joint  Commission  on  Mental  Illness 
and  Health.  State  governments  and 
private  practitioners  got  into  lockstep 
and  used  all  available  manpower  and 
their  own  physical  resources,  as  well  as 
seductive  federal  grants,  to  plan  for  a 
system  of  “Community  Mental  Health 
Centers.” 

In  June  1964  I said:  “No  treatment  can  be 
effective  unless  it  gives  the  individual  self- 
esteem, hope  for  improvement,  and  evidence  of 
access  to  some  degree  of  control  which  is  an 
important  type  of  freedom.”  I still  stand  by  this 
statement.  Even  children  sleep  better  with  fewer 
nightmares  when  parents  set  limits  but  allow 
the  child  to  retain  some  control. 

In  summary,  the  past  50  years  has  been  a 
time  of  discovery,  but  also  of  rediscovery.  Each 
discovery  about  psychiatric  treatment  stimu- 
lated the  professional  and  public  interest  in 
further  exploration,  but  we  kept  putting  our 
energies  into  further  explorations  instead  of 
carefully  harvesting  the  fruits  of  what  we  al- 
ready had  and  which  was  all  we  had  the  man- 
power to  manage. 

Where  Are  We  Now? 

From  50  years  of  community  psychiatry,  a major 
change  that  we  must  make  is  to  learn  that 

(a)  People  get  confused  and  have  difficulty 
with  decision  making  unless  they  are 
given  one  issue  at  a time; 

(b)  People  must  identify  a pi’oblem  and 
determine  the  nature  of  the  problem 
before  they  are  asked  to  accept  a solu- 
tion; 

(c)  All  communities  do  not  have  the  same 
problems  with  the  same  priorities  at 
the  same  time.  This  is  why  the  medical 
profession  must  give  leadership  with 
regard  to  different  levels  of  action  in 
different  states  or  communities. 

The  basic  concepts  of  community  psychiat- 
ric treatment  are  still  valid.  They  include  emer- 
gency services,  continuity  of  care  and  a compre- 
hensive range  of  services  to  meet  the  needs  of 


living.  In  addition,  no  treatment  can  be  effec- 
tive unless  it  is  designed  with  a specific  indi- 
vidual in  mind.  It  has  been  said  that  the  secret 
weapon  of  a good  mental  hospital  administrator 
is  the  ability  to  see  things  from  the  patient’s 
point  of  view. 

There  must  be  a comprehensive  treatment 
plan  worked  out  with  the  patient  and  signifi- 
cant others. 

(a)  It  must  identify  the  fears  and  anxieties 
of  the  individual  and  their  causes; 

(b)  It  must  increase  self-esteem; 

(c)  It  must  carry  hope  for  improvement; 

(d)  It  must  show  evidence  that  there  will 
continue  to  be  some  degree  of  personal 
control  and  freedom; 

(e)  The  patient  must  know  that  a prime  goal 

of  treatment  is  to  increase  self-esteem, 
hope,  and  control  while  decreasing  fear 
and  anxiety. 

We  must  be  constantly  alert  to  avoid  blan- 
ket pronouncements  which  do  not  accept  the 
fact  of  individual  difference  — differences  be- 
tween individuals  and  differences  from  time  to 
time  in  the  same  individual. 

There  must  be  provision  for  the  needs  of 
day-to-day  existence  if  treatment  is  to  be  effec- 
tive, including 

(a)  Living  quarters; 

(b)  Food; 

(c)  Social  activities; 

(d)  Creative  or  productive  activity. 

Sata  and  Goldenberg  in  Hospital  and  Com- 
munity Psychiatry,  November  197710  said,  “In- 
voluntary hospitalization  and  treatment  can 
prevent  some  psychiatric  patients  from  getting 
lost  and  forgotten  in  the  correctional  system  or 
elsewhere.”  This  is  true  today. 

We  have  not  focused  on  civil  libertarian 
activities  which  have  given  conflicting  mes- 
sages to  government  leaders  about  what  is  best 
for  some  mentally  ill  individuals,  nor  have  we 
focused  on  the  continuing  increase  in  knowl- 
edge and  understanding  of  the  biochemistry, 
psychopharmacology,  and  genetics  of  psychiat- 
ric disorders.  We  have  not  dealt  with  the  prob- 
lems and  issues  of  alcohol  and  drug  addictions 
and  dependencies,  nor  with  clinical  medication 
toxicities. 

One  of  the  most  encouraging  recent  devel- 
opments has  been  the  formation  of  the  Alliance 
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for  the  Mentally  111.  For  the  first  time  we  have 
a group  with  public  visibility  which  is  solely 
concerned  with  issues  regarding  community 
psychiatric  services  for  the  welfare  of  the  men- 
tally ill. 

The  efforts  of  the  APA  at  de-stigmatization 
of  the  mentally  ill  are  showing  results.  Mental 
Illness  Awareness  Week , pioneered  by  the  APA, 
is  also  contributing  to  public  awareness  of  the 
problems. 

We  don’t  need  any  more  national  proposals. 
We  know  many  things  that  can  and  should  be 
done.  It  is  up  to  all  of  us  to  point  them  out  to 
community  leadership,  so  that  awareness  can 
reach  a point  where  constructive  action  is  pos- 
sible. 

The  time  has  not  come  for  “national  policies 
governing  and  controlling  the  design  and  op- 
eration of  community  psychiatric  pi'ograms.” 
We  still  need  to  encourage  the  development  of 
different  models  to  explore  until  it  becomes 
apparent  (if  it  does)  that  one  model  is  best.11 


References 

1.  Beers  CW.  A mindthat  founditself:  an  autobiography. 
University  of  Pittsburgh  Press,  1981.  Reprint.  Origi- 
nally published:  5th  ed.  New  York  : I^ongmans,  Green, 
1921 . 

2.  Peale  R.  Beyond  community  psychiatry  (Viewpoint). 
Psychiatric  News.  1986;21  Mar. 

3.  Summary  and  Conclusions  of  the  Symposium  on  Men- 
tal Health.  Section  on  Medical  Sciences.  Richmond: 
American  Association  for  the  Advancement  of  Sci- 
ence. Presented  Dec.  29-30,  1938. 

4.  Koltes  JA,  Jones  M.  Atypeoftherapeuticcommunity. 
Mental  Hospitals.  1957;8(4):6-8. 

5.  Davis  VT.  1963  annual  report  of  the  New  Jersey 
division  of  mental  health  and  hospitals.  The  Welfare 
Reporter.  1964;XV(2):6-14. 

6.  Glass  AJ.  The  future  of  large  mental  hospitals  (unpub- 
lished). 

7.  Barton  WE.  The  APA  and  public  policy.  Psychiatric 
Annals.  1975:10:58-70. 

8.  Busse  E.  Mental  Hospitals.  1968;11(2):17-19. 

9.  Talbot  JA.  De-institutionalization:  avoidingthe  disas- 
ter of  the  past.  Hosp  and  Community  Psychiatry. 
1979;30(9):62 1-624. 

10.  Sata  LS,  Goldenberg  EE.  A study  of  involuntary  pa- 
tients in  Seattle.  Hosp  and  Community  Psychiatry. 
1977:28(  ll):834-837. 

1 1 . Ivey  EP.  Discussion  of  papers  presentedby  Dr.  Earley 
and  Dr.  Holland.  Presented  at  the  Annual  Meeting  of 
American  college  of  Psychiatrists,  1966. 


Reprinted  courtesy  of  the  North  Carolina  Medical  Journal. 


Editor's  Note:  "The  purpose  of  medicine  is  not  technologic  brilliance,  but  the  physical  and  mental 
health  of  the  patient." 
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Anthrax  in  Delaware  County: 
A Historical  Perspective 


Harry  V.  Armitage,  M.I). 


Itwasalmost60years  ago,  March  25, 1933,  that 
the  first  recorded  case  of  anthrax  was  treated 
by  Herman  Gold,  M.D.,  in  the  old  Chester 
Hospital.  Dr.  Gold  was  called  by  Sam  Wolf,  one 
of  the  managers  of  the  Sackville  Mills  in 
Wallingford,  to  see  an  18-year-old  male  mill 
worker  with  a cutaneous  lesion  of  the  neck 
suspected  to  be  anthrax.  In  the  hospital  the 
diagnosis  of  anthrax  was  confirmed  bacterio- 
logically  by  Dr.  George  Sickel,  the  hospital 
pathologist.  This  patient,  who  died  of  his  dis- 
ease, was  the  first  of  a series  of  116  cases  of 
cutaneous  anthrax  occurri  ng  between  1933  and 
1955  treated  by  Dr.  Gold.  The  remainder  of 
these  cases  all  survived.  A single  case  of  pulmo- 
nary anthrax  (Woolsorter’s  disease)  died  undi- 
agnosed, the  diagnosis  being  established  at 
autopsy.  All  but  six  cases  in  this  series  origi- 
nated in  the  Sackville  Mills;  these  six  occurred 
in  a subsidiary  mill  in  Philadelphia. 

A mill  of  some  sort  has  existed  on  Ridley 
Creek  at  Sackville  since  1791  according  to  the 
historian,  Ashmead.  The  first  mill  was  a snuff 
mill  established  by  JacobBenninghove.  In  1831, 
Samuel  Bancroft  built  a three-story  woolen  mill 
at  the  site  and  named  it  Todmorden  Mills.  It 
was  later  bought  by  William  Crook,  who  built  a 
blanket  mill  and  added  carding  machines.  In 
addition,  he  built  a Presbyterian  church  for  the 
residents  of  the  village,  which  was  named 
Crooksville.  Thereafter,  the  mill  passed  through 
several  hands  until  1920,  when  it  was  sold  to  a 

Reprinted  with  permission  from:  Harry  V.  Armitage,  M.D., 
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Mr.  Sack,  who  changed  the  name  to  Sackville 
Woolen  Mills.  During  the  period  in  which  an- 
thrax was  prevalent,  the  mill  manufactured 
suit  coat  interlinings  which  were  made  from 
goat  hair  imported  from  India  and  North  Af- 
rica. The  hides  were  frequently  contaminated 
by  the  bacillus  anthracis  and  were  the  source  of 
infection  in  the  mill  workers  and  others  living 
in  the  village.  One  child,  a girl  of  12,  contracted 
anthrax  after  washing  her  father’s  work  shirt. 

Six  cases  occurred  during  1933,  and  as 
word  of  the  prevalence  of  the  disease  in  Sackville 
spread,  fear,  misunderstanding,  and  magnifi- 
cation of  its  dangers  arose  in  the  community. 
Dr.  Gold  was  called  by  a physician  who  identi- 
fied himself  as  a professor  of  urology  at  a local 
medical  school.  He  questioned  Dr.  Gold’s  advice 
which  allowed  children  living  in  the  mill  village 
to  attend  public  schools  in  Wallingford.  He  told 
Dr.  Gold  that  if  his  own  children,  who  attended 
local  schools,  contracted  anthrax,  he  would 
“come  after  him.”  The  public  became  increas- 
ingly concerned  about  the  safety  of  the  village 
residents,  and  fears  arose  that  the  di  sease  might 
spread  into  surrounding  areas.  The  local  press 
reported  each  new  case,  keeping  the  public 
aware  of  the  problem. 

Attempts  were  made  by  the  mill  operators 
to  control  the  disease.  These  included  use  of 
face  masks  by  workmen  in  the  carding  room, 
incineration  of  all  waste  hair,  daily  examina- 
tion of  the  workers  for  scratches  of  the  skin  and 
other  lesions,  and  the  spreading  of  gasoline 
over  the  surrounding  ground,  the  gasoline  then 
being  ignited.  However,  new  cases  continued  to 


Del  Med  Jrl,  May  1992,  Vol  64,  No  5 


331 


Special  Report 


occur,  and  on  January  1,  1934,  the  following 
headline  appeared  in  the  Chester  Times: 

SACKVILLE  MILL 
OWNER  ISSUES 
DRASTIC  ORDER 
Every  Child  in  the  Village 
Near  Wallingford  Must 
Go  Elsewhere 

Three  days  later  the  headline  read: 

WAGING  FIGHT  ON 
ANTHRAX  CASES 
Sackville  Mill  Officials 
Order  80  Families  to  Vacate 

The  evacuation  of  200  residents  in  the  dead 
of  winter  within  a two-week  period  caused 
considerable  hardship  and  was  met  with  disfa- 
vor by  the  mill  families,  who  had  little  prospect 
of  finding  low-rent  housing  in  the  vicinity  of  the 
mill.  The  village  was  indeed  evacuated  and 
thereafter  ceased  to  exist.  Over  the  subsequent 
years  the  unoccupied  mill  houses  fell  into  ruin. 

When  Dr.  Gold  first  began  to  treat  anthrax, 
he  used  antianthrax  serum,  this  being  the  ac- 
cepted therapy  before  the  advent  of  sulfa  drugs 
and  antibiotics.  Called  Sclavaserum,  it  was 
very  effective  against  anthrax,  but  was  accom- 
panied by  pronounced  morbidity  since  it  evoked 
severe  sensitivity  reactions  to  horse  serum . The 
first  21  cases  were  treated  with  antianthrax 
serum.  Sulfa  drugs  became  available  in  1936 
and  were  used  to  treat  56  patients,  with  good 
results.  Most  of  these  patients  were  treated  on 
an  ambulatory  basis.  The  remainder  of  the 
patients  in  the  series  were  treated  with  penicil- 


lin and  broad-spectrum  antibiotics.  It  was  found 
that  the  bacillus  anthracis  was  sensitive  to 
virtually  all  of  the  antibiotics  that  were  used 
and  that  anthrax  could  be  treated  with  oral 
agents  without  the  need  of  hospitalization. 

Throughout  the  ensuing  years,  the  mill 
workers  continued  to  contract  anthrax  at  an 
average  rate  of  about  five  cases  a year.  This  was 
not  surprising  in  view  of  the  findings  of  an 
anthrax  sampling  program  carried  out  by  the 
public  health  service  and  the  army.  (The  army 
was  studying  the  use  of  anthrax  as  an  agent  to 
be  used  in  germ  warfare.)  The  study  that  was 
conducted  at  the  mill  resulted  in  the  recovery  of 
the  bacillus  anthracis  from  air  samples  and 
dust  collected  from  machinery,  walls,  floors, 
clothing,  and  body  surfaces  of  workers  in  prac- 
tically every  department  of  the  mill.  What  is 
surprising  is  that  there  was  not  a higher  inci- 
dence of  anthrax. 

By  1955  a protective  vaccine  against  an- 
thrax had  been  developed.  A public  health  field 
study  in  Sackville  and  three  other  mills  showed 
that  the  vaccine  was  92.5  percent  effective  in 
the  prevention  of  anthrax.  At  the  conclusion  of 
this  study,  routine  vaccination  was  used  in  the 
Sackville  Mill,  and  thereafter,  anthrax  was 
rarely  encountered. 

In  the  1950s,  the  owners  of  the  mill  found 
that  operation  was  becoming  unprofitable,  and 
in  the  late  1950s  began  to  move  parts  of  the 
business  to  North  Carolina,  where  there  was  a 
more  favorable  labor  market.  Eventually  the 
mill  was  shut  down  completely  and  today  exists 
as  several  deserted  buildings  at  the  end  of 
Sackville  Road.  The  last  case  of  anthrax  in 
Sackville  occurred  in  1961. 
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Physician  Covenants  Not  to  Compete 
Under  Delaware  Law 


Laura  Sunstein  Murphy,  Esq. 


As  the  practice  of  medicine  becomes  increas- 
ingly complex,  more  physicians  are  finding  that 
they  are  practicing  under  the  terms  of  an  em- 
ployment agreement  (contract).  Employment 
contracts  will  often  contain  clauses  known  as 
covenants  not  to  compete  which  are  designed  to 
limit  an  employee’s  ability  to  compete  with  his 
employer  after  he  leaves.  In  general,  covenants 
not  to  compete  (restrictive  covenants)  are  con- 
sidered partial  restraints  of  trade,  and  thus,  the 
courts  analyze  them  carefully  for  the  reason- 
ableness of  their  restrictions. 1 A covenant  not  to 
compete  in  the  case  of  a physician  can  be  inter- 
preted to  also  be  against  public  policy  for  the 
additional  reason  that  physicians  provide  nec- 
essary and  often  life-saving  care  to  the  public.2 

The  enforceability  of  restrictive  covenants 
against  physicians  who  leave  Delaware  em- 
ployment has  been  governed  by  statute  since 
July  1983.  Title  6 Del.  Code,  Paragraph  2707 
provides: 

Paragraph  2707- 
Agreements  not  to  compete. 

Any  covenant  not  to  compete  provision  of 
an  employment  ...  agreement  between  ... 
physicians  which  restricts  the  right  of  a 
physician  to  practice  medicine  in  a particu- 
lar locale  and/or  for  a defined  period  of  time, 
upon  the  termination  of  the  principal  agree- 
ment of  which  the  said  provision  is  a part, 
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shall  be  void;  except  that  all  other  provi- 
sions of  such  an  agreement  shall  be  enforce- 
able at  law;  including  provisions  which 
require  the  payment  of  damages  in  an 
amount  that  is  reasonably  related  to  the 
injury  suffered  by  reason  of  termination  of 
the  principal  agreement.  Provisions  which 
require  the  payment  of  damages  upon  ter- 
mination of  the  principal  agreement  may 
include,  but  not  be  limited  to,  damages 
related  to  competition.3 
(This  statute  does  not  apply  to  employment 
agreements  entered  into  before  July  13,  1983. 
Those  agreements  are  governed  by  case  law 
only.)  The  statute  means,  quite  simply,  that  if  a 
physician  enters  into  an  employment  agree- 
ment containing  a restrictive  covenant  with  a 
Delaware  employer,  and  the  physician  later 
violates  the  terms  of  the  restrictive  covenant, 
no  Delaware  court  can  enforce  the  restrictive 
covenant  at  equity  even  if  the  employer  would 
suffer  irreparable  harm  as  a result  of  the 
physician’s  actions.  Unlike  an  accountant  or 
salesman  under  similar  circumstances/  a phy- 
sician whose  employment  contact  is  governed 
by  Delaware  law  may  not  be  prohibited  from 
practicing  his  or  her  profession  in  any  circum- 
scribed area  for  any  period  of  time.  That  is  not 
to  say,  though,  that  a Delaware  physician  may 
violate  the  terms  of  a restrictive  covenant  with 
impunity.  The  Delaware  courts  should  order 
compliance  with  a liquidated  damages  clause  of 
a restrictive  covenant  provided  the  stage  is 
appropriately  set  in  the  employment  agree- 
ment itself.5  A liquidated  damages  clause  is  a 
clause  which  predetermines  money  damages 
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for  a violation  of  another  specific  clause  in  a 
contract.  Aliquidated  damages  clause  can,  thus, 
circumvent  the  public  policy  and  restraint  of 
trade  arguments  surrounding  a covenant  not  to 
compete. 

Before  a Delaware  court  will  enforce  a liq- 
uidated damages  clause  to  a physician  restric- 
tive covenant,  however,  the  court  will  look  at 
the  underlying  covenant  and  the  circumstances 
surrounding  the  parties’  employment  agree- 
ment. The  agreement  must  be  supported  by 
consideration,  the  party  seeking  to  enforce  the 
liquidated  damages  clause  may  not  be  in  mate- 
rial breach  of  the  employment  agreement,  the 
restrictive  covenant  must  be  reasonably  re- 
lated in  time  and  geographic  area  to  the  effect 
upon  the  employer’s  business,  and  the  restric- 
tions must  not  impose  undue  hardship  on  the 
employee.6 Thus,  liquidated  damages,  in  order 
to  be  enforceable,  may  not  be  so  high  as  to 
constitute  a penalty;  and  they  must  be  a reason- 
able figure  which  the  parties  arrive  at  in  ad- 
vance because  actual  damages  are  difficult  if 
not  impossible  to  calculate  in  such  circum- 
stances. 

Sample  restrictive  covenant  language  in  a 
physician’s  employment  agreement  may  read: 

1.  If  Employee  terminates  his  employ- 
ment with  Employer,  Employee  agrees 
not  to  engage  in  the  practice  of  medi- 
cine within  a five-mile  radius  of 

Employer’s  office  at , Delaware,  for 

a period  of  two  years  from  the  date  of 
termination. 

2.  If  Employee  violates  this  restrictive  cov- 
enant, Employee  agrees  to  pay  to  Em- 
ployer liquidated  damages  in  the 
amount  of  (a)  one-fourth  of  the  total 
compensation  he  received  from  Em- 
ployer in  the  previous  year  if  his  em- 
ployment terminates  on  or  before  De- 
cember 31,  1993,  or  (b)  one-third  of  the 
total  compensation  he  received  from 
Employer  in  the  previous  year  if  his 
employment  terminates  after  Decem- 
ber 31,  1993. 

The  concept  behind  an  increased  liquidated 
damages  payment  to  the  employer  if  the  em- 
ployee leaves  after  a longer  period  of  employ- 
ment is  that  the  longer  a physician  stays  with  a 
practice,  the  more  good  will  he  will  take  along 


with  him  when  he  departs.  Other  examples  of 
restrictive  covenants  include  liquidated  dam- 
ages cash  payments  to  the  former  employer  in 
amounts  ranging  from  $10,000  to  $75,000  for 
infractions  of  the  restrictive  covenants;  time 
spans  from  one  year  to  three  years;  and  geo- 
graphic areas  rangingfrom  a one-mile  radius  of 
the  employer’s  practices’  offices  to  the  entire 
Delmarva  peninsula.7 

It  is  not  possible  to  predict  with  certainty 
what  constitutes  a restriction  which  is  “reason- 
ably related  in  time  and  geographic  area”  at  the 
time  the  employment  agreement  is  signed  by 
the  employer  and  the  physician.  Therefore, 
employers  routinely  insert  language  in  the  con- 
tract which  asks  a court  to  rewrite  any  restric- 
tion it  finds  objectionable,  reasoning  that  such 
language  is  a “win-win”  situation  for  the  em- 
ployer. The  following  is  an  example  of  such 
“win-win”  language: 

If  any  court  of  competentjurisdiction  should 
find  that  any  restriction  contained  in  this  Agree- 
ment is  too  broad  in  time  or  geographic  scope, 
the  Parties  hereby  agree  that  such  scope  may 
be  judicially  modified  i n any  proceeding  brought 
to  enforce  such  restriction. 

The  court,  however,  may  find  that  the  use  of 
such  language  itself  is  an  indication  that  the 
employer  suspected  that  the  restrictive  cov- 
enant was  unreasonable  as  to  either  time  or 
area  or  both,  and  the  court  may  refuse  to  en- 
force the  liquidated  damages  provision.8 

As  a practical  matter,  employers  will  find  it 
difficult  to  actually  file  a lawsuit  against  a 
terminated  physician  who  breaches  a non-com- 
pete  provision  in  his  contract  because  of  the  cost 
of  the  suit  and  the  possibility  of  negative  public- 
ity. In  these  types  of  actions,  it  generally  is 
better  to  be  a defendant  than  a plaintiff.  There- 
fore, the  employer  may  opt  to  retain  any  termi- 
nation payment  due  to  a competing  former 
physician-employee  and  force  the  employee  to 
sue  the  employer  for  his  termination  payment. 
Similarly,  if  the  employer  has  promised  to  pay 
for  malpractices  insurance  tail  coverage  or  prior 
acts  coverage,  this  promise  can  be  held  hostage 
to  try  to  insure  that  the  physician  honors  his 
non-compete  promises. 

Violations  of  restrictive  covenants  are  not 
to  be  confused  with  removal  of  patient  lists  and 
other  “trade  secrets.”  Trade  secrets,  such  as 
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customer  lists,  are  afforded  separate  protec- 
tion.9 Patients  are  always  free  to  choose  their 
physicians.  When  a physician  leaves  a practice, 
the  practice  may  not  be  certain  that  the  pa- 
tients of  the  practice  will  stay  with  the  practice; 
many  of  them  may  follow  the  departing  physi- 
cian because  of  close  doctor-patient  relation- 
ships which  have  developed.  Any  patient  may 
request  that  his  or  her  records  be  transferred  to 
the  departing  physician’s  new  place  of  employ- 
ment. Often  the  practice  and  the  departing 
physician  collaborate  on  sending  patient  notifi- 
cation letters  advising  patients  who  were  treated 
by  the  departing  physician  of  the  change  and 
asking  the  patient  to  choose  whether  to  con- 
tinue with  the  practice  or  to  transfer  to  the 
departing  physician’s  practice.  If  no  such  col- 
laboration is  feasible,  the  departing  physician 
must  be  careful  not  to  surreptitiously  take 
computer  printouts  of  patient  lists  which  are 
the  employer’s  property.  Such  removal  of  pa- 
tient lists  is  stealing  trade  secrets  and  is  action- 
able.10 

In  summary,  covenants  not  to  compete  in 
physician  employment  contracts  are  not 
enforceable  under  Delaware  law.  However,  rea- 
sonable liquidated  damages  clauses  and  en- 
forcement of  an  employer’s  ownership  rights  to 
patient  lists  are  protected. 
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EDITORIALS 


Physicians’  Health 


I am  very  proud  of  my  profession  and  I get 
angry  with  those  who  discredit  it;  whether  it  be 
those  of  our  own  members  who  dishonor  it  by 
their  behavior,  or  those  outside,  such  as  the 
news  media,  which  seldom  seem  to  have  any- 
thing good  to  say  about  us  unless  it  makes  a 
good  story.  I have  spent  50  years  maturing  as  a 
physician  and  have  watched  succeeding  waves 
of  young  doctors  mature,  from  the  eager  and 
excited  second-year  students  in  their  introduc- 
tion to  clinical  medicine  to  their  first  encounter 
with  birth  and  death  --  from  their  growing 
confidence  in  their  own  abilities  to  their  grow- 
ing realization  that  although  they  win  many 
skirmishes  and  battles  they  always  eventually 
lose  the  war.  Over  the  years  the  wins  come  and 
go  but  the  losses  accumulate.  You  can’t  forget 
them.  You  can  only  learn  from  them,  and  this  is 
the  beginning  of  wisdom  and  maturity  and  an 
appreciation  of  the  anguish  of  your  colleagues 
who  also  fail  at  times. 

We  are  all  different,  and  we  are  all  human. 
We  each  have  slightly  different  ways  of  dealing 
with  the  stresses  of  caring  for  patients,  and  as 
one  peels  back  the  layers  of  defense  from  any 
physician  and  gets  a look  at  the  person  inside, 
it  has  been  my  experience  that  nearly  all  have 
some  remarkable  heroism  or  nobility.  Consider 
such  people  as  Steve  Bartoshesky,  a self-effac- 
ing but  almost  legendary  doctor  in  Wilmington 
with  an  office  in  one  of  the  most  difficult  parts 
of  town.  Steve  doesn’t  want  to  talk  about  the 
number  of  times  he  has  been  mugged,  and  he 
has  had  his  office  broken  into  so  many  times 
that  it  is  very  difficult  if  not  impossible  to  get 


insurance.  But  he  has  stayed  there  because  the 
people  there  need  him. 

One  of  my  most  vivid  memories  from  my 
own  short  11  years  in  private  practice  was  a 
woman  dying  of  cancer  who  said  to  me  plain- 
tively, and,  I thought,  accusingly,  “Doctor,  I 
thought  you  were  going  to  save  my  life.”  It  is 
cruel  to  take  away  all  hope,  so  I had  encouraged 
her,  but  that  complaint  hurt.  Then  I think  of 
Tim  Wozniak,  who  probably  hears  that  every 
day  of  his  life.  It  is  hard  to  imagine  a more 
compassionate  and  caring  person  than  Tim, 
and  I wonder  what  a sensitive  man  like  that  is 
doing  in  oncology.  Thank  God  he  is  there. 

I think  of  Judy  Tobin  after  her  husband 
died,  struggling  to  raise  her  five  children,  driv- 
ing all  over  Delaware  doing  her  distasteful  but 
necessary  work  as  associate  medical  examiner. 
I think  of  Shah  Morovati  in  a surgical  confer- 
ence telling  of  his  experience  in  operating  on  a 
young  woman  with  an  intra-capsular  rupture 
of  the  liver.  I watched  the  very  visible  horror  on 
his  face  as  he  relived  the  experience  and 
struggled  to  retain  his  composure.  I think  of 
Dave  Platt,  after  a full  life  of  dedicated  service 
to  thousands  of  patients  and  to  his  colleagues, 
coming  back  from  retirement  and  a major  car- 
diac episode  to  take  on,  gratis,  the  burden  of 
health  education  in  our  public  schools.  I think 
of  David  Howard  and  Kitty  Esterly,  of  Rosa 
Jiloca  and  Les  Whitney,  of  Tom  Scott  and  Bob 
Varipapa,  of  Bob  Hunt  and  Liz  Masten,  and  I 
think  of  Jane  Straughn  making  hospital  rounds 
in  a motorized  wheelchair  with  her  oxygen 
bottle.  Many  have  gone  before  us  --  Lew  Flinn, 
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Meg  Handy,  Herman  Rosenblum  --  and  many 
more  are  already  on  the  path  behind  us.  Are 
these  the  people  the  press  sneers  at  as  greedy 
and  self-serving?  I know  who  is  greedy  and  self- 
serving,  and  it  is  not  the  doctors.  These  people 
are  all  heroes  in  my  estimation,  even  though 
not  a single  one  of  them  thinks  so. 

The  reason  I list  these  particular  names  is 
not  that  they  are  so  unusual.  Indeed  any  of  you 
could  come  up  with  a similar  list  and  not  repeat 
a single  name.  Rather  it  is  because  these  are  a 
few  of  the  many  who  have  unwittingly  permit- 
ted me  a glimpse  of  their  true  spirit  reflected  in 
their  actions  toward  others. 

But  this  sort  of  personality  and  behavior 
has  a price.  We  are  like  the  mythologic  Sisyphus, 
condemned  forever  to  push  a huge  rock  up  a 
hill,  only  to  have  it  roll  back  down  as  it  nears  the 
top.  We  ultimately  labor  in  vain,  as  all  will 
ultimately  die.  We  are  in  fact  set  up  for  the  pain 
of  failure  from  the  very  beginning.  Who  is 
selected  for  medical  school?  The  studious,  the 
quiet,  the  sensitive,  the  gentle  and  compassion- 
ate ones.  Certainly  not  your  average  rough- 
and-tumble  college  student  or  street  fighter. 
We  are  perfectionists  or  we  would  not  have 
been  accepted  to  study  medicine  in  the  first 
place.  It  is  cruel  and  unusual  punishment  to 
put  such  a person  in  a no-win  situation  like  the 
private  practice  of  medicine. 

Every  one  of  us  has  pains  and  strains,  both 
physical  and  emotional.  Itis  notsurprisingthat 
some  of  us  falter,  fail  and  fall  — some  to  depres- 
sion as  we  fail  to  meet  the  standards  we  set  for 
ourselves,  some  to  alcohol  or  other  drugs.  Some 
fall  victim  to  a variety  of  temptations  that  our 
profession  puts  in  our  path  such  as  money  or 
sex.  It  is  easy  to  criticize  if  you  have  never  had 
the  temptation  thrust  upon  you. 

So  who  will  comfort  the  comforters,  and  if 
we  fall,  who  will  pick  us  up?  Here  I am  getting 
into  the  whole  reason  for  writing  this  editorial. 
As  do  most  Medical  Societies,  we  have  a Physi- 
cians’ Health  Committee.  The  Committee  is 
chaired  by  a young  woman  with  a heart  bigger 
than  she  is,  figuratively  speaking.  The  work  of 
the  Committee  is  completely  confidential,  and 
the  identity  of  each  client/physician  is  known 
only  to  the  physicians  working  with  him  or  her. 
The  Chair  knows  them  all,  and  she  frequently 
takes  an  active  part  in  guiding  them  on  the  road 
to  recovery.  Most  of  them  are  so  far  in  debt 


because  of  their  problem  that  they  don’t  have 
the  means  to  pay  for  their  care. 

The  record  of  this  committee  is  outstand- 
ing. Only  one  physician  client  has  been 
defrocked,  so  to  speak,  and  he  was  approaching 
his  nineties.  Most  of  the  others  are  at  work, 
caring  for  their  patients  in  a safe  and  effective 
manner.  Carol  Tavani  does  all  this  without 
compensation,  even  though  it  takes  fully  25 
percent  of  her  time.  She  is  truly  a doctor’s 
doctor  and  merits  the  recognition  and  gratitude 
of  every  member  of  the  Medical  Society  of  Dela- 
ware. 

While  the  memory  of  the  Easter/Passover 
season  is  still  in  our  minds,  let  us  recall  the 
words  of  the  biblical  Book  of  John  15:13,  “Greater 
love  hath  no  man  than  this,  that  a man  lay 
down  his  life  for  his  friends.”  I apologize  for  the 
sexist  words  which  reflect  the  culture  of  that 
day,  but  point  out  that  there  are  different  ways 
of  laying  down  your  life  other  than  being  nailed 
to  a tree,  and  one  is  by  expending  your  life  in 
service  to  others  — the  ideal  we  all  strive  for. 

E.  Wayne  Martz,  M.D. 

Editor 

Old  Joe  and  Dr.  Todd’s 
Fuzzy  Ethics 

Old  Joe  has  done  it  again;  he  has  thrown  him- 
self into  a firestorm  of  controversy.  You  remem- 
ber Old  Joe.  If  you  don’t,  you  should.  The 
children  of  America  do.  A high  percentage  of 
them  identified  the  cartoon  character  in  a brand 
logo  recognition  survey.1  He’s  as  recognizable  to 
them  as  Bugs  Bunny  or  Donald  Duck.  This 
svm  bol  of  Camel  cigarettes  really  has  done  well . 
How  James  Todd,  executive  vice-president  of 
the  AMA,  is  involved  in  this  donnybrook  we'll 
see  shortly. 

Old  Joe  is  under  attack  because  of  his  ad- 
vertisingsuccesses.  In  a campaign  spearheaded 
by  Surgeon  General  Antonia  Novella  and  sup- 
ported by  the  AMA,  RJR  Nabisco  has  been 
accused  of  maliciously  targeting  its  advertising 
at  a pre-teen  and  teen  audience  through  its 
dromedary  logo.  The  AMA  and  other  health 
groups  have  called  for  a total  ban  of  cigarettes 
in  recent  years. 
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RJR  Nabisco,  through  its  Fleischmann’s 
subsidiary,  has  for  several  years  supported, 
along  with  several  other  corporate  sponsors, 
the  AMA’s  Cholesterol  and  Fat  Education  Cam- 
paign. This  primarily  educational  program  in- 
formed the  public  about  the  role  of  various  risk 
factors  in  heart  disease,  including  nicotine  ad- 
diction. This  relationship  includes  money  given 
to  the  AMA.  Dr.  Todd  sees  no  conflict  of  interest 
with  this  arrangement.  Instead,  he  fiercely 
defends  the  AMA  in  this  unsavory  alliance  with 
RJR  Nabisco.  He  has  stated,  “If  you  can’t  kill 
the  tobacco  — what  is  immoral  about  taking 
money  away  from  an  organization  [money]  that 
would  ordinarily  show  up  in  the  profits  of  RJR?” 
He  continues  with  another  confusing  state- 
ment, “If  we  weren’t  taking  that  money  away 
from  them,  it  would  be  going  into  RJR’s  adver- 
tising coffers.” 

Dr.  Todd,  an  articulate  and  usually  effec- 
tive spokesman  for  organized  medicine,  seems 
to  have  missed  the  mark  with  his  statements. 
He  must  have  skipped  the  ethics  101  course 
that  discussed  the  principle  of  the  “end  justify- 
ing the  means.”  Surely  he  must  realize  the 
consequences  and  the  broad  implications  of  the 
continued  unseemly  association  with  RJR 
Nabisco.  It  is  similar  to  the  federal  government’s 
schizophrenic  policy  of  subsidizingtobacco  farms 
on  the  one  hand  and  encouraging  “no  smoking” 
programs  on  the  other.  The  AMA  is  pointing  a 
finger  with  one  hand  at  RJR  N abisco  and  charg- 
ing it  with  treachery  in  its  Old  Joe  advertising 
and  turning  an  open  palm  with  the  other  hand 
as  it  accepts  their  money. 

Former  Surgeon  General  C.E.  Koop  de- 
scribed the  power  and  influence  of  the  tobacco 
industry  when  he  said  it  “flaunted  its  ability  to 
buy  its  way  into  the  marketplace  of  ideas  and 
pollute  it  with  its  false  and  deadly  informa- 
tion.”2 Old  Joe  must  go  and  his  surrogate  par- 
ent, RJR  Nabisco,  should  stop  trying  to  buy 
respectability. 


James  F.  Lally,  M.D. 
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Einstein  vs.  HCFA 

Einstein’s  Theory  of  Relativity,  relating  energy 
(E)  to  mass  (M)  and  the  velocity  of  light  (C)  is 
portrayed  by  the  equation:  E=MC2. 

HCFA’s  equation  for  determining  Medicare 
physician  fees  under  RBRVS  is  portrayed  by: 
F=[(RV  xGPCI  )+(RV  xGPCI  )+(RV  xGPCI  )]xCF. 

w w p pm  m 


F 

RBRVS  fee 

RV 

w 

work  for  service 

RV 

p 

practice  expense 

RV 

m 

malpractice  expense 

GPdw  = 

work  in  the  locality 

GPCI  = 

p 

practice  expense  in  locality 

GPCI  = 

m 

malpractice  expense,  local 

CF 

conversion  factor,  politically 
determined 

The  above  comparison  was  astutely  pointed 
out  by  Joseph  J.  Armao,  M.D.,  in  the  April  issue 
of  the  Bu  lletin  of  the  Delaware  County  (Penn- 
sylvania) Medical  Society.  I don’t  think  any 
further  comment  is  necessary. 

E.  Wayne  Martz,  M.D. 

Editor 


“I  Rate  KFS#1!” 


Deborah  K.  Franey, 

Business  Admin. 

Kyo  A.  Kim,  M.D , P.A. 

Plastic  & Reconstructive  Surgery 

▼ 


"KFS  Systems  has  prodded  our  office  with  the  computer  system  and  proper 
training  that  best  meets  the  needs  of  our  practice.  More  importantly,  they 
are  always  there  when  we  need  them  with  fast,  knowledgeable,  friendly 
service.  I wouldn't  work  with  any  other  computer  company.” 


SYSTEMS,  INC. 
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Wilmington,  DE  19808-6208 
(302)  992-0650  FAX  992-0592 
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FLIGHT  SURGEONS 
WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today s Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  HEALTH  PROFESSIONS 
COLLECT 
301-981-7897 


- i 
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ATTENTION  DOCTORS 

We  need  qualified  physicians  to  do  consultative  examinations  in  Kent  and  Sussex  Counties. 

Specialty  Fields  Needed:  Internal  Medicine 

Family  Practice 

Examinations  are  performed  in  your  office. 

If  you  are  interested,  please  write  to: 

W.  Marc  Young 
Medical  Relations  Officer 
Disability  Determinations  Service 
P.  O.  Box  8862 
Wilmington,  DE  19899 

or  call  collect,  8:00  a.m.  to  4:30  p.m.,  Monday  through  Friday: 


(302)  577-2870 


LETTER  TO  THE  EDITOR 


University  of  Delaware  Medical 
Technology  Program  to  Continue 


I am  pleased  to  report  that  the  University  of 
Delaware  has  granted  a reprieve  to  its  Medical 
Technology  Program.  In  a recent  press  release 
it  pledged  to  admit  a new  class  of  freshmen  to 
the  program  in  September  and  to  keep  the 
program  viable  at  least  until  1996,  enabling 
them  to  graduate  with  a degree  in  medical 
technology. 

The  University’s  decision  to  reverse  its  origi- 
nal plan  to  terminate  the  program  in  June  1993 
was  due  to  the  overwhelming  response  of  the 
health  care  community  in  support  of  the  pro- 
gram, affirming  its  importance  to  the  delivery 
of  quality  health  care  in  Delaware  and  the 
surrounding  states.  I wish  to  thank  the  Medical 
Society  and  its  individual  members  for  their 
support  in  conveying  this  message  to  the  Uni- 
versity administration  and  trustees  and  to  the 
state  legislature. 

We  must  understand,  however,  that  the 
reprieve  is  temporary  and  long-term  survival  is 
conditional  upon  improving  the  financial  sta- 
bility of  the  program.  The  University  is  looking 
into  ways  to  decrease  program  costs  and  has 
requested  support  from  Delaware’s  hospitals 
and  health  care  providers  in  order  to  increase 
enrollment  in  the  program.  The  University  has 
set  a minimum  class  size  of  20  as  a condition  for 
continuing  the  program  in  the  future.  An  advi- 
sory committee  has  been  formed  of  physicians, 
medical  technologists  and  laboratory  adminis- 
trators, representing  local  hospitals,  commer- 
cial laboratories,  and  industry  for  this  purpose. 
Recruiting  efforts,  consisting  of  career  semi- 
nars, hospital  tours  and  one-on-one  contacts, 
are  underway. 

To  aid  recruiting,  a scholarship  fund  is 
being  established  to  provide  support  for  deserv- 


ing medical  technology  students.  Scholarships 
have  been  effectively  used  by  the  nursing  pro- 
gram and  will  support  the  medical  technology 
program  in  its  commitment  to  attract  students. 
Our  long-term  goal  is  to  establish  an  endowed 
scholarship  fund  and  once  significant  progress 
is  made  toward  this  goal,  the  University  will  be 
eligible  to  receive  matching  state  funds.  An 
urgency  exists,  however,  in  that  our  success  in 
recruiting  the  class  of  1996,  a process  already 
underway,  could  determine  survival  of  the  pro- 
gram for  another  year.  We  would  like  to  have 
scholarships  available  to  offer  now  as  a recruit- 
ment incentive  to  deserving  students  inter- 
ested in  medical  technology.  To  do  so  we  need  to 
raise  a minimum  of  $20,000  in  the  next  two 
months  to  make  available  10  $2,000  partial 
tuition  scholarships.  You  have  recently  received 
an  invitation  to  support  the  program  to  save  the 
medical  technology  program  at  the  University 
of  Delaware.  I encourage  you  to  contribute 
generously  to  the  medical  technology  scholar- 
ship fund.  Please  make  checks  payable  to:  Uni- 
versity of  Delaware,  Medical  Technology  Schol- 
arship Fund  and  send  to: 

Anna  P.  Ciulla,  M.C.C.,  MT(ASCP)SC 
School  of  Life  and  Health  Sciences 
117  Wolf  Hall 
University  of  Delaware 
Newark,  DE  19716 

Contributions  are  tax  deductible  in  accor- 
dance with  IRS  regulations. 

Robert  C.  Knowles,  Ph.D.,  M.D. 

Director  Section  of  Microbiology 
Medical  Center  of  Delaware 
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BOOK  REVIEW 


Chronic  Fatigue  Syndrome,  The  Hidden 
Epidemic,  Jesse  A.  Stoff,  M.D.  and  Charles  R. 
Pellegrino,  Ph.D.,  Harper  & Row,  N.Y.,  1988, 
304  pp,  $9. 

Dr.  Stoff  practices  holistic  homeopathic  family 
medicine  and  is  a consultant  in  viro-immunol- 
ogy  for  the  Harvard-Yale-Columbia  study  on 
Chronic  Epstein  Barr  Virus  Disease.  Dr. 
Pellegrino  is  an  evolutionary  biologist  and  a 
space  scientist. 

The  first  paragraph  of  the  epilogue  sums  up 
the  goal  of  this  book.  “People  come  to  me  who 
are  sick  and  tired  of  feeling  sick  and  tired.  I 
offer  them  a word  — enthusiasm,  courage,  love, 
balance,  perspective.  But  it  isn’t  enough.  Now  I 
offer  them  a book,  one  filled  with  opportunity 
and  insight  — insight  into  chronic  illness  as 
illustrated  by  chronic  disease  syndrome;  in- 
sight into  themselves.” 

The  chapters  are  full  of  illustrations  of  the 
power  of  mind  over  body,  of  the  augmentation 
of  the  body’s  immune  processes  by  good  think- 
ing with  theories  of  how  that  works,  of  the 
healing  powers  of  exercise,  of  self-relaxation 
techniques,  and  of  physical  rest  alternating 
with  self-driven  activity.  The  key  to  ultimate 
cure  is  hope. 

I shudder  when  I recall  all  the  medications 
recommended.  They  include  thyroid  extract  for 
general  stimulation  and  megadoses  of  multivi- 
tamins (e.g.,  ascorbic  acid  1000  mgs.  three 
times  a day).  Synthetic  ascorbic  acid  will  not  do; 
it  must  be  ascorbic  acid  extracted  from  rose 
hips.  There  is  a separate  medici ne  recommended 
for  every  ailing  organ  of  the  body  which  pro- 


duces a symptom.  For  example,  the  prescrip- 
tion for  ailing  adrenals  is: 

Sepia  comp/Gl.  supra.  4/Prunus  sum  2 
Sig.  7 drops  p.o.,  tid. 

The  authors  purport  this  to  be  a book  for 
primary  care  physicians  to  recommend  to  their 
patients  with  Epstein  Barr  and  similar  chronic 
di  seases.  Although  the  book  has  some  very 
worthwhile  material,  it  has  so  much  I think 
questionable,  that  I would  not  recommend  it  to 
any  patients. 

David  Platt,  M.D. 

Caring  for  Alzheimer’s  Patients  --  A Guide 
for  Family  and  Health  Care  Providers, 

edited  by  Gary  D.  Miner,  Ph.D.,  Insight  Books, 
Plenum  Press,  NY,  1989,  292  pp.  $22.95. 

The  editor  of  this  book  is  the  president  of  the 
Familial  Alzheimer’s  Disease  Research  Foun- 
dation, Tulsa,  Oklahoma,  and  a research  scien- 
tist in  the  Department  of  Neurology  and 
Pathology  at  the  Oklahoma  Medical  Research 
Foundation,  University  of  Oklahoma  Health 
Sciences  Center.  The  other  four  contributors 
are  M.D.s  or  Ph.D.s  actively  involved  in 
Alzheimer’s  research. 

The  book  is  divided  into  functional  sections: 
The  Biology  of  Alzheimer’s  Disease,  Genetics, 
Current  Research  and  Future  Paths,  Clinical 
Diagnosis,  Cost  of  Care,  Social  and  Legal  Is- 
sues, and  Day  to  Day  Problems  (at  home,  in  day 
care,  in  nursing  home). 

Then  there  is  a wonderful  short  section 
where  three  spouses  of  Alzheimer  patients  re- 
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count  their  daily  problems  and  how  they  cope 
with  them.  I wish  there  were  more  of  these. 

Finally,  there  is  a list  of  support  groups, 
complete  with  mailing  addresses. 

This  is  a very  useful  reference  book.  I have 
one  adverse  criticism.  The  editor  says  in  his 
preface  that  this  is  a reference  handbook  aimed 
at  both  family  physicians  and  other  healthcare 
personnel,  and  the  families  themselves.  In  my 
opinion,  the  explanations  are  sometimes  too 
elementary  for  physician  and  too  complex  for 
the  lay  person.  I wish  he  would  reconstruct  it  as 
two  separate  handbooks. 

David  Platt,  M.D. 

Galileo’s  Revenge:  Junk  Science  in  the 
Courtroom,  Peter  W.  Huber,  Basic  Books, 
New  York,  New  York,  1991,  304  pp. 

Case  1.  D.  McK.,  a ‘23-year-old  single  woman, 
suffered  a “whiplash  injury”  in  1974  when  a 
Chicago  elevated  railroad  train  she  was  riding 
was  struck  by  a second  train.  Seen  perfuncto- 
rily in  an  ER,  she  was  found  to  have  no  neuro- 
logic impairment. 

However,  within  24  hours  she  developed 
ataxia,  diplopia  and  sensory  changes  in  her 
lower  extremities.  Given  some  steroids,  she 
improved  for  several  days,  only  to  develop  sud- 
den unilateral  blindness  that  gradually  remit- 
ted. At  that  point  she  was  diagnosed  as  having 
“multiple  sclerosis”  by  a distinguished  professor 
of  neurology  and  began  the  “waiting”  for  the 
next  attack  to  appear.  The  Chicago  Transit 
Authority  tried  to  settle  the  case  for  the  costs 
associated  with  her  accident.  At  the  same  time, 
the  professor  of  neurology  was  asked  to  serve  as 
an  “expert  witness”  to  support  the  position  that 
— on  a “more  probable  than  not  basis”  — the 
trauma  of  the  train  accident  “precipitated”  the 
MS  attack. 

As  the  professor  notes  (Med  Econ  1991  Nov 
62-80),  he  felt  comfortable  at  the  time  in  doing 
so  — the  literature  could  support  such  a posi- 
tion, and  D.  McK.  was  facing  a lifelong  road  of 
costly  medical  care.  The  result  was  a $280,000 
award  which  was  upheld  on  appeal. 

Requested  to  repeat  his  support  of  the 


trauma  theory  some  15  years  later,  the  profes- 
sor declined,  convinced  by  research  in  the  in- 
terim that  science  had  refuted  the  earlier  pos- 
ture about  causality. 

Case  2.  As  reported  in  [ Washington  State  Medi- 
cal Association  Reports 1 in  November  1988,  a 
two-year-old  Tacoma  infant  had  obtained  some 
Johnson’s  baby  oil  from  his  sister’s  purse,  where 
it  was  stored  in  a secondary  container.  Seen 
trying  to  drink  it  by  his  mother  — she  shouted 
an  emphatic  “No!”  — he  aspirated  some  into  his 
airway.  Although  he  had  no  symptoms  for  sev- 
eral hours,  he  was  eventually  put  on  lung 
bypass  (ECMO).  Sometime  after  ECMO  was 
discontinued,  he  suffered  a severe  cardiorespi- 
ratory arrest  with  significant  mental  impair- 
ment as  a consequence. 

Suit  was  brought  against  Johnson  and  John- 
son alleging  that  they  had  failed  to  label  the 
original  bottle  with  a warning  about  the  danger 
of  aspiration.  “Expert  testimony”  was  divided, 
and  the  jury  found  for  the  plaintiff  in  the 
amount  of  $2.2  million.  The  judge  overturned 
the  jury  and  set  aside  the  verdict,  but  the 
Appellate  Court  reversed  and  the  Washington 
Supreme  Court  voted  9-0  to  sustain  the  jury. 
With  principal  and  interest,  J&J  will  pay  $3.5 
million  — but  it  is  holding  fast  to  its  position 
that  it  was  not  causal  through  any  failure  to 
label  and  that  it  is  not  planning  to  modify  the 
label  in  any  fashion. 

Case  3.  In  1486,  two  “experts”  — H.I.  and  J.S. — 
published  their  tome  The  Hammer  of  the 
Witches,  which  was  destined  to  become,  in  the 
words  of  Peter  Huber,  the  medieval  environ- 
mentalists’ “Silent  Spring.” 

The  book,  more  than  anything  else,  provided 
the  stimulus  for  the  witch  hunts  in  Europe  and 
in  Massachusetts  — endorsed  by  the  Pope  him- 
self — that  culminated  in  the  Salem  trials  of 
1692.  More  than  half  a million  witches  were 
said  to  have  been  burned  at  the  stake  over  a 
three-century  period  for  “crimes  committed  only 
in  other  peoples’  dreams.” 

When  Andover  joined  Salem  as  a site  of 
witch  trials,  a 12-year-old  girl  — one  Ann 
Putnam  — was  actually  imported  as  an  “ex- 
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pert”  to  testify.  She  was  “greeted  as  a foreign 
princess  ...  and  left  with  the  jails  crowded  to 
capacity.” 

These  three  vignettes  should  tempt  the 
reader  to  reflect  on  the  topic  of  the  “expert 
witness”  — a subject  which  has  been  written 
about  in  this  column  on  more  than  one  occasion 
over  the  past  decade  — and  to  read  Peter 
Huber’s  newest  book  on  the  topic,  Galileo’s 
Revenge:  Junk  Science  in  the  Courtroom.  His 
book  is  without  a doubt  the  most  telling  indict- 
ment of  this  “black  box”  component  of  today’s 
judicial  system.  Even  more  than  in  his  previous 
and  widely  acclaimed  and  award-winning  book, 
Liability:  the  Legal  Revolution  and  its  Conse- 
quences, Huber  proves  to  be  a suspenseful  and 
inflammatory  writer.  You  won’t  be  able  to  put  it 
down  and  you’ll  end  up  being  more  than  a tad 
angry  to  boot. 

As  many  of  you  will  recall,  he  has  visited  the 
Pacific  Northwest  on  at  least  three  occasions 
and  has  proved  to  be  just  as  captivating  a 
speaker  as  he  is  a writer  — using  rhetoric  along 
with  the  very  best  so  that  his  message  simply 
cannot  be  ignored. 

Huber’s  historical  review  puts  the  issue  in 
a perspective  not  soon  to  be  forgotten:  he  em- 
ploys Case  3 to  lead  into  his  argument  that  over 
the  centuries,  society  has  relied  on  popular 
beliefs  and  dogma  touted  by  eccentric  individu- 
als as  well  as  by  esteemed  authorities  to  help 
resolve  disputes.  He  emphasizes  that,  in  the 
minds  of  some,  the  goal  is  the  resolution  per  se, 
not  its  correctness  that  constitutes  the  social 
target. 

In  the  case  of  the  witches,  Huber  tells  us 
that  under  the  laws  of  Spain,  property  of  a 
convicted  witch  could  be  confiscated  by  the 
Church  and  “the  witch’s  family  was  required  to 
pay  for  the  services  of  the  torturers  and  the 
executioners,  the  cost  of  the  faggots  for  the  fire, 
and  the  food  for  the  judges’  banquet  after  the 
burning.”  When  the  law  on  the  confiscation  of 
property  was  revoked,  there  was  a significant 
downturn  in  the  rate  of  witchcraft  accusations. 

Extrapolating  this  observation  to  the  mod- 
ern malpractice  scene,  Huber  makes  a convinc- 
ing case  that  “economic  incentives”  underlie 
not  simply  the  plaintiff  attorney’s  behavior  but 


also  society’s  willingness  to  tolerate  a wide 
array  of  examples  of  “junk  science.”  He  cites  the 
totally  discredited  “Audi  Scam,”  so  widely  pub- 
licized by  CBS’s  60  Minutes,  where  the  car  ran 
away  uncontrollably  when  the  driver  stepped 
on  the  brakes;  the  almost  religious  devotion  to 
“fetal  monitoring”  by  certain  obstetricians  when 
the  science  to  support  it  does  not  exist;  and 
finally,  the  clearly  fraudulent  behavior  of  two 
“internationally  acclaimed  experts”  who  led 
the  charge  calling  Bendectin  a teratogen. 

Huber  carefully  documents  each  of  these 
escapades.  By  so  doing,  he  lets  the  reader  re- 
flect on  how  he  or  she  actually  lived  through 
those  elements  of  real  life  history  — and  for 
many  of  us,  how  we  were  actually  taken  in  by 
the  mass  media  reports. 

Huber  also  dissects  the  current  status  and 
track  record  of  “clinical  ecology.”  One  of  its 
better-known  high  priests  and  practitioners, 
B.W.  Carnow,  M.D.,  of  the  University  of  Illinois 
School  of  Public  Health,  has  testified  under 
oath  at  least  eight  times  that  he  sat  for  board 
certification  in  internal  medicine  but  once,  but 
the  record  clearly  shows  that  he  registered 
seven  times,  with  two  withdrawals  and  five 
failures! 

Huber's  recounting  of  trauma’s  acceptance 
as  a cause  of  cancer  — accepted  and  endorsed 
in  many  jurisdictions  as  late  as  the  1970s  — 
provides  a lucid  road  map  of  just  how  and  where 
the  medical  establishment  and  society  went 
wrong  in  their  efforts  to  cull  certainty  out  of  a 
mishmash  of  beliefs,  testimonials  and  strident 
speeches. 

Witches,  trauma  as  a cause  of  cancer,  chemi- 
cals as  villains  at  Love  Canal  — these  and  other 
tenets  which  have  played  such  pivotal  roles 
down  through  history  are  woven  into  a quilt  of 
comprehension  for  anyone  really  interested  in 
understanding  how  “we  got  into  this  expert 
witness  mess.” 

William  O.  Robertson,  M.D. 

Reprinted  with  permission  from:  William  O.  Robertson, 
M.D.,  What’s  changed  since  witch  trials  had  expert  wit- 
nesses? WSMA  Reports.  1992;Jan:6-7. 

This  column  was  made  possible  through  the  support  of 
Physicians  Insurance. 
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IN  BRIEF 


If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant 
information  to  Editor,  Delaware  Medical  Journal , 1925  Lovering  Avenue,  Wilmington,  DE  19806- 
2166.  Information  must  be  received  by  the  first  of  the  month,  two  months  before  publication. 


PHYSICIANS’  HEALTH  COMMITTEE 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physicians’  Health  Committee 
wishes  to  help.  Please  call  302/654-1001.  The  anonymity  of  the  caller  is  assured. 

IAMA  CALENDAR  OF  SUMMER  WORKSHOPS  FOR  PHYSICIANS 
AND  MEDICAL  OFFICE  STAFF 

The  following  workshops  are  provided  by  AJVIA  Financing  and  Practice  Services  and  AMA 
Investment  Advisers.  For  more  information,  call  800/366-6968. 


> Workshops  for  Young  Physicians 


I 

\ Chicago 
1 New  York 

(Chicago 

Cherry  Hill,  NJ 


Joining  a Partnership 

or  Group  Practice 

July  9 

July  23 

August  6 

August  27 


Medical  Office  Staff  Workshops 


Starting  Your  Practice 
July  10-11 
July  24-25 
August  7-8 
August  28-29 


Chicago 
New  York 
Chicago 


Insurance 
Processing 
and  Coding 
July  14 
July  27 
August  11 


ICD-9  Coding 
for  Doctors' 
Offices 
July  15 
July  28 
August  12 


CPT  Coding 
for  Doctors' 
Offices 
July  16 
July  29 
August  13 


' Workshops  for  Mid-Career  Physicians 


Medical 
Collections 
Manage  ment 
July  16 
July  29 
August  13 


Business 
Side  of 
Medicine 
July  17 
July  30 
August  14 


Financial  Strategies 
for  Successful  Retirement 
Chicago  July  17 

Chicago  


Successful 
Money  Management 
July  18 
August  14 


Financial  Strategies 
for  Successful  Retirement 


August  15 


Workshops  for  Established  Physicians 

Financial  Strategies 
for  Successful  Retirement 

Gearing  Up 
for  Retirement 

New  York 

July  10 

July  1 1 

Chicago 

July  24 

Chicago 

August  21 

August  22 

Financial  Strategies 
for  Successful  Retirement 


July  25 
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Biofeedback 
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Sport  Medicine  Program 
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TWO  LOCATIONS 

Suite  105,  Springer  Building,  Concord  Plaza, 

3411  Silverside  Road. 

(302)478-5240 

2100  Baynard  Boulevard,  Wilmington 
(302)655-5877 


ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by:  Chrysler  and  GM 


Robert  Catalano.  M A . PT 
I Favel  Chavin.  M D 
Anthom  1 Cucuzzella.  M.D 
Pierre  L LeRoy.  M D 
I talo  V Monteleone.  M.D 


Medicare  ■ BC/BS  ■ Total  Health  Plus 

Rehabilitation  Consultants , Inc.  ■ Since  1970 


VASCULAR  LABORATORIES  OF  DELAWARE 

NONINVASIVE  VASCULAR  LABORATORY 


Glasgow  Medical  Center 
2600  Summit  Bridge  Road 
Suite  2 1 3 

Newark  DE  19702 

(302)  836-9838 


Medical  Arts  Pavilion 
Suite  I I 2 

4745  Stanton-Ogletown  Road 
Newark  DE  19713 

(302)  368-1130 


NONINVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 


Extracranial  carotid  and  vertebral  arteries 
Abdominal  aorta  and  its  visceral  branches 
Arterial  system  of  the  upper  and  lower  extremities 
Venous  system  of  the  upper  and  lower  extremities 


Bruce  A.  Fellows,  M.D. 
Director 


Billie  Gray,  R.N.,  R.V.T. 
Doreen  Mahoney,  L.P.N. 


PRESIDENT  S PAGE 


Voluntary  Initiative  Program  Proposals, 
Now  Implementation 


The  proposal  for  the  Voluntary  Initiative  Pro- 
gram of  the  Medical  Society  of  Delaware  has 
been  accepted  as  an  alternative  to  the  provider 
tax  on  physicians.  This  program  was  officially 
accepted  by  state  officials  at  a press  conference 
held  with  Governor  Michael  N.  Castle  June  4, 
1992.  At  that  press  conference,  we  were  repre- 
sented extremely  well  by  our  President-Elect, 
Dr.  Stephen  Permut,  who  signed,  on  our  behalf, 
i a memorandum  of  understanding  with  the  gov- 
ernor to  initiate  this  program. 

The  following  day  I had  an  opportunity  to 
participate,  with  Governor  Castle,  in  the  com- 
mencement exercises  at  our  medical  school, 
Thomas  Jefferson  University,  in  Philadelphia. 
I can  assure  you  that  the  governor  is  quite 
enthusiastic  about  this  program  and  feels  this 
is  an  extremely  important  part  of  his  healthcare 
program  for  the  citizens  of  our  state.  I have 
subsequently  had  an  opportunity  to  speak  with 
several  of  our  legislators  in  Dover  and  they  are 
likewise  enthusiastic  that  the  Medical  Society 
has  stepped  forward  with  what  is  seen  as  a solid 
and  workable  program. 

Now  that  we  have  a program  in  place,  our 
responsibility  is  to  promote  and  implement  these 
proposals.  This  is  perhaps  the  most  significant 
part  of  our  program,  which  will  require  the 
participation  and  support  from  all  the  members 
of  our  Society. 

I hope  that  the  open  letter  to  the  member- 
ship which  you  received  earlier  this  month 
explained  our  reasons  for  the  promotion  and 
development  of  this  Voluntary  Initiative  Pro- 
gram as  well  as  our  plans  for  its  implementa- 


tion. Once  we  receive  final  approval  for  the 
Delaware  Foundation  for  Medical  Services,  Ltd., 
we  will  begin  to  sponsor  fundraising  efforts  to 
help  provide  funding  for  the  administration  of 
the  VIP  and  to  assist  the  state  in  administering 
efforts  to  promote  access  to  healthcare.  We  will 
soon  be  intensively  recruiting  members  to  pro- 
vide care  to  target  populations  and  to  work  on 
educating  the  general  public  about  the  impor- 
tance of  healthy  lifestyle  choices  and  the  value 
of  seeking  primary/preventive  healthcare  to 
assure  timely,  appropriate  treatment. 

A similar,  extremely  successful  program 
has  been  operating  in  Kentucky  since  1984.  We 
have  been  in  touch  with  the  Kentucky  Medical 
Association  and  have  received  much  help  and 
information  from  them.  We  now  have  plans  for 
the  leadership  of  the  Medical  Society,  as  well  as 
for  our  state  officials,  to  visit  with  the  members 
of  the  Kentucky  Medical  Association  who  have 
been  instrumental  in  continuing  this  quite  suc- 
cessful program. 

I have  received  many  comments  and  con- 
structive criticisms  of  the  VIP  in  the  weeks 
since  it  was  announced.  I have  tried  to  meet 
with  those  who  have  expressed  concern  or  some 
discontent  with  this  program  to  explain  in  de- 
tail the  program  and  the  Society's  motivation. 
Some  have  voiced  concern  as  to  whether  a 
voluntary  program  of  this  sort  will  be  accept- 
able to  the  our  members.  I am  confident  that  the 
members  of  our  Society  will  stand  by  the  deci- 
sion made  by  the  House  of  Delegates  at  the 
special  meeting  May  18,  1992,  and  will  will- 
ingly participate  in  this  program,  which  has 
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already  significantly  improved  the  public  im- 
age of  the  physicians  in  our  state. 

I am  confident  that  this  program's  intent 
will  be  carried  out  and  continued  with  the 
implementation  of  these  services  that  we  have 
always  found  in  the  strong  support  of  our  mem- 
bers. 

I want  to  sincerely  thank  those  members  of 
our  Society  who  have  responded  to  my  May 
President's  Page  by  notifying  our  office  of  your 
many  volunteer  activities  in  the  community. 
Please  continue  to  let  us  know  of  your  volunteer 
activities.  Personally,  I welcome  comments, 
criticism  and,  most  of  all,  support  for  these 
programs. 

Cfeftu)  P otDQi 

James  P.  Marvel,  Jr.,  M.D. 


HAPPY  HARRY'S 
HEALTH  CARE,  INC. 

Leading  The  Way  With  Service! 

Home  Medical  Equipment  . Products  t Services 
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• Free  Set-up  and  Delivery  • Walkers 
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• Professional  Staff  • Diabetes  Supplies 

• Knowledgeable  Store  Personnel  • C.P.A.P. 

Call  our  Public  Relations  Department  for  more  information:  (302)  454-3390 
Three  convenient  locations: 

311  Ruthar  Drive  Baycourt  Plaza  16-A  Trolley  Square 

Newark,  DE  19711  Dover,  DE  19901  Wilmington,  DE  19806 

(302)  454-3390  (302)  678-0504  (302)  654-8181 


An  Orthopaedic  and  Sports  Physical  Therapy  Clinic 

Specializing  in: 


DELAWARE 

SPORTSCARE 


Comprehensive  Orthopaedic  & Sports-specific  Evalua- 
tion and  Rehabilitation  □ Manual  Therapy  □ Back  School 
□ Work  Hardening  □ Hand  Therapy  □ Educational 
Seminars  □ Hydrotherapy  O Pre-participation  Examina- 
tions O Progressive  Individualized  Care  □ Custom  Upper 
and  Lower  Extremity  Orthosis 


68  Omega  Drive,  Building  D,  Newark,  DE  19713 
302-731-9100 

1701  Rockland  Road,  Wilmington,  DE  19803 
302-652-6464 


1210  Peoples  Plaza,  Newark,  DE  19702 
302-836-8710 
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Hepatic  Incidentalomas: 
Imaging  Hemangiomas 


James  F.  Lally,  M.D. 
John  S.  Wills,  M.D. 


The  introduction  of  sophisticated  imagingtech- 
niques  into  the  diagnostic  armamentarium  has 
not  been  without  cost  or  confusion.  In  addition 
to  their  dollar  costs,  these  cross-sectional  imag- 
ing techniques  of  computed  tomography,  ultra- 
sound, and  magnetic  resonance  imaging  have 
spawned  that  most  annoying  and  pervasive  of 
unwanted  clinical  diagnostic  problems:  the  false 
positive  examination. 

A common  clinical  scenario  is  this:  a middle- 
aged  woman  presents  with  upper  abdominal 
pain,  usually  localized  to  the  right  of  the  mid- 
line and  most  often  suspect  for  gall  bladder 
disease.  An  ultrasound  examination  of  the  gall 
bladder  is  performed  and  incidentally  reveals 
an  echogenic  focus  in  the  liver.  Both  the  patient 
and  the  referring  physician  naturally  become 
concerned  as  to  the  nature  of  the  hepatic  lesion. 
Thousands  of  dollars  may  then  be  spent  on 
further  diagnostic  tests,  and  consultation  with 
other  specialists  may  be  sought  before  a deci- 
sion is  made  as  to  the  likely  etiology  of  this 
abnormality  — short  of  biopsy.  In  the  vast  ma- 
jority of  cases  the  suspect  lesion  represents  a 
hemangioma. 

This  article  attempts  to  abridge  the 
diagnostic  approach  to  the  serendipitously  dis- 
covered hepatic  abnormality  in  the  most  expe- 
ditious and  cost-effective  manner  without  loss 
of  diagnostic  certitude. 

Hepatic  hemangioma  is  the  most  common 
benign  neoplasm  of  the  liver,  with  a reported 


Drs.  Lally  and  Wills  are  members  of  the  senior  staff  in  the 
Department  of  Radiology,  Medical  Center  of  Delaware. 


prevalence  of  0.4  to  7.0  percent.1,2  It  is  the 
second  most  common  hepatic  tumor;  metastatic 
tumors  occur  more  frequently.3  It  occurs  in 
females  two  to  four  times  more  frequently  than 
in  males.  While  it  is  most  often  solitary,  mul- 
tiple tumors  are  seen  in  10  percent  of  patients.4 
It  tends  to  be  subcapsular  and  to  favor  the 
posterior  part  of  the  right  lobe  of  the  liver.4,5  The 
majority  of  hepatic  hemangiomas  are  under  3.0 
cm  in  size.5  Choi  defines  giant  cavernous 
hemangiomas  as  those  exceeding  6.0  cm  in  at 
least  one  dimension.6  Some  authors  consider 
giant  cavernous  hemangioma  as  a separate 
clinical  entity  as  it  is  more  likely  to  produce 
symptoms  and  is  easily  confused  with  other 
hepatic  tumors.7  Symptoms  and  signs,  which 
reportedly  occur  in  13  percent  of  cases,  include 
hepatomegaly,  a discrete  mass,  right  upper- 
quadrant  pain,  or,  infrequently,  rupture  of  the 
liver  and  hemorrhage.8 

Pathologically,  the  hemangioma  is  com- 
prised of  blood-filled  sinuses  lined  with  a single 
layer  of  endothelial  cells  without  a capsule;  it  is 
thought  that  this  histological  appearance  re- 
sults in  the  typical  echogenic  pattern  seen  on 
ultrasound. 1,9  Occasionally  areas  of  fibrosis, 
necrosis,  thrombosis,  or  hemorrhage  may  be 
seen,  which  can  account  for  atypical  imaging 
features.4 10 

Ultrasound 

The  fortuitously  discovered  hepatic  heman- 
gioma is  usually  seen  on  ultrasound  examina- 
tions.5 The  classical  appearance  is  that  of  a 
homogeneous  echogenic  mass  less  than  3 cm  in 
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Figure  1.  Sonographic  pattern  of  typical  hemangioma.  Well-defined  echogenic  mass  (arrow)  in 
right  lobe  of  liver. 


diameter  in  the  posterior  part  of  the  liver  (Fig- 
ure l).4,5  In  approximately  70  percent  of  cases, 
hemangioma  of  the  liver  is  hyperechoic.4  Rea- 
sons for  heterogeneity  or  hypoechogenicity  of 
the  ultrasound  appearance  in  the  remaining 
cases  are  indicated  in  the  preceding  paragraph. 
Gibney  pointed  out  an  important  feature  of 
hepatic  hemangiomas:  their  absence  of  change 
over  time.9He  followed  68  incidentally  detected 
hepatic  hemangiomas  over  a period  of  one  to  six 
years  and  noted  that  82  percent  showed  a 
similar  sonographic  pattern  on  follow-up  study. 
Those  that  had  changed  displayed  minor  varia- 
tions in  echogenic  pattern;  only  one  lesion  in- 
creased in  size,  probably  as  a result  of  further 
ectasia  of  vascular  channels.  Bree  evaluated  26 
patients  with  incidentally  discovered  echogenic 
masses  in  the  liver.  None  of  these  patients  had 
primary  tumors  elsewhere.  All  were  subse- 
quently proven  to  be  cavernous  hemangiomas 5 
Data  such  as  this  support  a less  aggressive 
approach  to  the  incidentally  discovered  small 


echogenic  focus  in  the  liver.  If  the  patient  does 
not  have  a known  primary  tumor  elsewhere, 
follow-up  ultrasound  examination  of  the  liver 
in  three  to  six  months  is  sufficient  to  assure  a 
confident  diagnosis.59 11 

CT 

A number  of  reports  have  discussed  the  role  and 
accuracy  of  CT  in  evaluating  suspected  hepatic 
hemangiomas.2-1 12  An  initial  unenhanced  scan 
of  the  liver  is  obtained.  Once  the  area  of  abnor- 
mality is  localized,  a single-level  bolus  dynamic 
scan  is  acquired.  Various  schemes  for  the 
amount  and  rate  of  contrast  to  be  injected,  as 
well  as  the  post-injection  timing  of  delayed 
scans,  have  been  proposed.  Many  imagers  will 
inject  100  to  150  mL  of  a 60  percent  contrast 
agent  as  an  intravenous  bolus  at  the  rate  of  1.0 
mL/sec.  Sequential  scans  of  the  lesion  are  then 
obtained  at  15  and  30  seconds  and  one,  two, 
three  and  five  minutes,  followed  by  delayed 
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Figure  2.  Unenhanced  CT  scan  of  the  liver  shows  3 cm  hypodense  lesion  (arrow). 


images  at  five-minute  intervals  up  to  30  min- 
utes or  occasionally  to  60  minutes.2  It  is  the 
delayed  scans  with  persistent  contrast  enhance- 
ment frequently  resulting  in  “disappearance” 
of  the  lesion  as  it  becomes  opacified  with  con- 
trast material  and  isointense  with  the  liver  that 
is  the  sine  qua  non  of  diagnosis  of  hepatic 
hemangioma.  Although  malignant  neoplasms 
frequently  exhibit  contrast  enhancement  after 
bolus  injection,  these  lesions  usually  return  to 
isodensity  with  the  liver  by  two  minutes.2  Vari- 
ous criteria  for  the  CT  diagnosis  have  been 
proposed.  More  rigid  criteria  include: 

a)  Hypodense  lesion  on  pre-contrast  scans 
(Figure  2). 

b)  Early  peripheral  enhancement  often 
with  a corrugated  inner  border  (Figure 
3). 

c)  Enhancementfrom  the  periphery  slowly 
to  the  center. 

d)  Persistent  contrast  enhancement  on  de- 
layed images,  usually  to  30  minutes. 2,4,5,12 

These  strict  criteria  were  seen  in  only  55 
percent  of  58  hemangiomas  evaluated  by  Freeny 


and  Marks.12  Ashida  et  al,  advocating  more 
liberal  criteria  for  diagnosis,  showed  that  90 
percent  of  48  suspected  lesions  satisfied  their 
criteria  for  hemangioma.2  They  thought  that  a 
residual  central  nonopacified  cleft  still  allowed 
a confident  diagnosis  of  hemangioma  if  other 
criteria  were  present.  However,  the  number  of 
incorrect  diagnoses  may  increase  with  the  use 
of  more  liberal  criteria,  especially  in  patients  at 
risk  for  primary  and  metastatic  liver  neoplasm. 
Most  authors  believe  that  if  rigorous  CT  crite- 
ria for  diagnosis  of  hepatic  hemangiomas  are 
met,  no  other  imaging  studies  are  necessary.2,12 
Some  prefer  an  additional  imaging  study  to 
support  the  diagnosis. ' We  think  that  no  other 
diagnostic  studies  are  necessai'y  if  strict  crite- 
ria for  diagnosis  are  met  in  a patient  with  no 
known  primary  tumor  and  no  enhanced  risk  for 
primary  hepatocellular  carcinoma. 

MRI 

The  high  cost  of  MR  examinations  as  well  as  the 
relatively  limited  availability  of  MR  scanners 
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Figure  3.  Early  peripheral  enhancement  with  irregular  inner  border  (arrow)  of  5 cm  right  lobe  of 
liver  lesion. 


have  curtailed  the  widespread  use  of  this  mo- 
dality in  the  diagnosis  of  hepatic  lesions.  Nev- 
ertheless, the  unique  physical  properties  of 
magnetic  resonance  imaging  have  permitted 
its  emergence  as  a major  diagnostic  tool.  A 
number  of  reports  have  underscored  the  value 
ofMRin  distinguishingprimary  and  secondary 
malignant  tumors  from  the  more  common 
hemangioma.14'17  Stark  et  al  reported  a 90  per- 
cent sensitivity,  92  percent  specificity,  and  over- 
all accuracy  of  90  percent  in  distinguishing 
cavernous  hemangiomas  from  other  hepatic 
neoplasm.14  Both  morphological  criteria  and 
signal  intensity  patterns  were  primarily  used 
for  distinction. 

Lengthening  of  both  the  T1  and  T2  values  is 
seen  with  hemangiomas.  On  spin-echo  imaging 
with  a long  TR,  the  multi-echo  technique  with 
echo  times  beyond  150  milliseconds  has  been 
most  useful  in  characterizing  hemangiomas. 
The  long  T2  value  of  hemangioma  permits  its 


distinction  from  most  other  primary  and  sec- 
ondary liver  tumors.  The  markedly  increased 
signal  intensity  on  the  T2-weighted  images 
results  in  what  has  been  called  the  “light-bulb” 
sign  (Figure  4). 4 This  sign  is  not  specific  for 
hemangiomas,  as  certain  hypervascular  meta- 
static tumors,  such  as  those  from  endocrine 
tumors  and  certain  sarcomas,  may  exhibit  it.4 
In  one  series,  metastatic  colon  carcinoma,  usu- 
ally a hypovascular  metastasis,  could  be  differ- 
entiated from  hemangioma  in  98  percent  of 
cases,  hypervascular  endocrine  metastasis  in 
only  61  percent  of  cases.16 

Preliminary  reports  suggest  that  the  para- 
magnetic contrast  agent,  Gadolinium-DTPA, 
may  further  increase  the  specificity  of  MR]  in 
diagnosing  hepatic  hemangiomas.1'18 

Despite  its  sensitivity  and  accuracy,  we 
believe  that  MR  imaging  should  assume  a sec- 
ondary or  subordinate  role  in  the  imaging  of 
suspected  hepatic  hemangiomas.  Because  of  its 
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1 Figure  4.  Typical  MRI  of  a cavernous  hemangioma.  Area  of  very  high  signal  intensity  on  T2- 
i weighted  image  (arrow)  (SE,  2000/160). 


cost,  it  should  be  reserved  for  cases  where  the 
diagnosis  remains  in  doubt,  especially  when 
the  lesion  is  2 cm  or  less  in  size. 

SCINTIGRAPHY 

There  have  been  a number  of  studies  in  the 
literature  detailing  the  high  sensitivity  and 
accuracy  of  Tc-99m-labeled  red  blood  cell 
scintigrams  in  the  evaluation  of  suspected 
hemangiomas.1'419  20  The  addition  in  recent  years 
of  single  photon  emission  CT  (SPECT)  has  fur- 
ther enhanced  the  value  of  this  imaging  tech- 
nique. Indeed  there  are  those  investigators  who 
feel  that  scintigraphic  techniques  have  replaced 
angiography  as  the  gold  standard  in  the  diag- 
nosis of  hemangiomas.117  The  sensitivity  and 
positive  predictive  value  of  RBC  scanning  is 
said  to  approach  100  percent,  with  only  rare 
false  positive  cases  reported  in  the  literature.1 


The  typical  scintigraphic  images  ofhemangioma 
on  Tc-99m  RBC  scans  show  decreased  activity 
during  the  early  phase,  followed  by  persistent 
activity  on  delayed  blood  pool  images  (Figure 
5)  m 2o  Although  there  are  occasional  reports  of 
SPECT  images  detecting  hemangiomas  as  small 
as  1.0  cm,  most  reports  show  that  MR  imaging 
is  more  accurate  in  detecting  hemangiomas 
smaller  than  2 cm  and  smaller  than  2.5  cm 
when  the  lesion  is  close  to  the  heart  or  a large 
blood  vessel.  Because  of  its  lower  cost,  relative 
ease  of  performance,  and  high  degree  of  accu- 
racy, we  believe  that  Tc-99m-labeled  RBC  im- 
aging, particularly  with  the  addition  of  SPECT, 
is  the  imaging  procedure  of  choice  in  cases  of 
suspected  hemangiomas. 

In  previous  years,  there  had  been  reluc- 
tance to  perform  needle  biopsy  of  suspected 
hemangiomas  because  of  reports  of  complica- 
tions.121 Recent  refinements  of  needle  biopsy 
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Figure  5.  Tc-99m-labeled  red  blood  cell  SPECT  image  of  liver 
showing  a several  cm  area  of  high  activity  in  the  left  lobe  of  the  liver 
(arrow). 


techniques  as  well  as  confidence  in  cytologic 
biopsies  have  resulted  in  the  frequent  specific 
diagnosis  of  hepatic  hemangiomas  without  com- 
plications.21 Cronan  confirmed  the  diagnosis  of 
15  cavernous  hemangiomas  by  percutaneous 
biopsy  with  a 20  gauge  Franseen  needle  with- 
outuntoward  reactions.21  The  potential  for  com- 
plications is  thought  to  be  diminished  if  the 
biopsy  needle  is  directed  through  intervening 
normal  liver  into  the  lesion.4 

RECOMMENDATIONS 

At  the  Medical  Center  of  Delaware,  we  utilize 
the  following  guidelines  in  the  attempted  diag- 


nosis of  hepatic  heman- 
giomas while  striving  to 
maximize  diagnostic  cer- 
tainty at  the  lowest  cost  to 
the  patient: 

1.  The  lesion  is  discovered 
at  ultrasound: 

a)  In  a younger  patient 
without  a known  primary 
malignancy  which  could  me- 
tastasize to  the  liver  or  known 
risk  of  hepatocellular  carci- 
noma, and  in  whom  the  le- 
sion is  hyperechoic  and  typi- 
cal in  appearance,  ultrasound 
is  repeated  in  six  months. 

b)  In  a patient  at  risk  for 
primary  or  metastatic  malig- 
nancy of  the  liver,  or  when 
the  referring  physician  and 
patient  desire  further  confir- 
mation, a second  study  is  per- 
formed: SPECT  scan  if  the 
lesion  is  larger  than  2 to  2.5 
cm,  MRI  if  the  lesion  is 
smaller. 

2.  The  lesion  is  discovered 
at  CT: 

a)  If  the  classical  criteria 
are  met  and  the  patient  is  not 
at  risk  for  primary  or  meta- 
static liver  malignancy,  no 
further  workup  is  performed. 

b)  If  the  patient  is  at  high 
risk  for  liver  malignancy  or  if 
the  CT  is  equivocal,  an  addi- 
tional study  is  suggested; 

SPECT  scan  for  lesions  larger  than  2 to  2.5  cm, 
MRI  for  smaller  lesions. 

3.  The  lesion  is  discovered  at  MRI: 
a)  If  the  lesion  meets  classical  criteria  for 
hemangioma  using  appropriate  spin  echo  T2 
imaging,  and  there  is  no  known  malignancy 
with  a propensity  to  mimic  hemangioma  at 
MRI,  no  further  workup  is  suggested.  Gado- 
linium enhanced  delayed  imaging  of  the  lesion 
may  be  performed  in  addition  to  spin  echo 
imaging. 

b)  If  the  lesion  is  less  than  1 cm  in  diameter, 
no  other  modality  offers  greater  specificity, 
and  follow-up  at  six  months  is  recommended  to 
evaluate  for  growth. 
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c)  If  the  lesion  is  larger  than  2 to  2.5  cm  and 
Further  evaluation  is  desired  or  the  diagnosis  is 
equivocal,  SPECT  is  performed. 

d)  If  the  lesion  is  1 to  2.5  cm  in  diameter  and 
further  evaluation  is  indicated,  ultrasound  or 
CT  is  obtained. 

4.  Indications  for  biopsy: 

a)  Enlarging  lesion  on  a follow-up  study, 

b)  Inability  to  confidently  diagnose 
hemangioma  with  noninvasive  imaging,  espe- 
cially in  a patient  at  significant  risk  for  hepatic 
malignancy. 

c)  Patient  and  referring  physician  desire 
for  the  confidence  of  a microscopic  diagnosis. 
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RADIOGRAPH  OF  THE  MONTH 


James  F.  Lally,  M.D. 


Figure  1.  PA  radiograph  of  the  chest  of  a 53-year  old  asymptomatic  man. 
There  are  no  previous  chest  radiographs  and  there  is  no  history  of  previous 
malignancy.  What  is  your  differential  diagnosis? 
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Radiograph  of  the  Month 


Diagnosis:  Pleural  Lipoma 

The  radiograph  of  the  chest  shows  a very  well- 
defined  density  in  the  periphery  of  the  lung 
merging  with  the  adjacent  pleura  and  chest 
wall.  An  image  such  as  that  illustrated  presents 
a common  problem  seen  in  clinical  radiology: 
that  is,  distinguishing  between  a peripheral 
lung  process,  a primary  or  secondary  pleural 
process,  or  an  abnormality  originating  in  the 
adjacent  extrapleural  soft  tissues. 

A number  of  radiographic  signs  have  been 
described  that  aid  in  the  differentiation  of  pul- 
monary from  pleural/extrapleural  lesions.  Den- 
sities with  sharply  defined  margins  and  with 
the  longest  dimension  based  on  the  pleural 
surface  as  well  as  obtuse  angles  that  merge 
with  the  pleural  surface  most  often  represent 
abnormalities  that  originate  either  in  the  pleu- 
ral or  extrapleural  space.  Lesions  with  irregu- 
lar borders,  with  air  surrounding  more  than  50 
percent  of  the  process  and  with  acute  angles 
that  blend  with  the  pleural  surface  are  more 
representative  of  pulmonary  parenchymal  pro- 
cesses that  extend  to  the  pleura.  However, 
considerable  overlap  exists  when  one  attempts 
to  apply  these  signs.  For  this  reason  it  may  not 
always  be  possible  in  an  individual  case  to 
clearly  distinguish  between  a pulmonary  or 
pleural  lesion. 

Computed  tomography  of  the  thorax  (not 
done  in  this  case)  affords  detailed  visualization 
of  pleural  pathology.  The  cross-sectional  im- 
ages may  clearly  show  the  relationship  be- 
tween a lesion  and  the  lung  and  the  pleural/ 
extrapleural  spaces.  In  addition,  its  unique 
ability  to  identify  density  differences  may  allow 
distinction  between  fluid,  cysts,  soft  tissue 
masses  or,  as  in  this  case,  lipomas. 

Several  entities  should  be  strongly  consid- 
ered in  the  differential  diagnosis  in  Figure  1. 
These  include:  primary  pleural  tumors,  such  as 
benign  fibrous  mesotheliomas  and  lipomas; 
metastatic  disease  to  the  pleura  loculated  pleu- 
ral fluid;  and  extrapleural  tumors  originating 
in  the  ribs  or  adjacent  soft  tissues. 

Loculated  fluid  rarely  presents  as  a mid- 
pleural  space  process  without  evidence  of  fluid 
filling  the  costophrenic  sulcus.  Vanishing  tu- 
mor or  fissural  pseudotumors  are  occasionally 


seen  subsequent  to  congestive  heart  failure. 
Most  often  the  fluid  is  loculated  in  the  major  or 
minor  fissure.  The  clinical  history  and  follow- 
up chest  radiographs  will  be  of  value. 

Metastasis  is  the  most  common  pleural  neo- 
plasm. Spread  of  tumor  from  primary  sites  in 
the  lung,  breast,  gastrointestinal  tract,  or 
lymphoma  comprise  most  of  the  malignant  pleu- 
ral disease  seen  in  clinical  practice.  Pleural 
effusion  is  the  usual  mode  of  presentation;  the 
tumor  implants  often  go  undetected  radiologi- 
cally.  Aggressive  destruction  of  a rib  with  a 
pleural  mass  is  often  a telltale  sign  that  the 
likely  diagnosis  is  myeloma  or  metastasis. 

Primary  pleural  tumors  are  infrequently 
seen.  They  include  localized  fibrous  meso- 
theliomas, usually  called  benign  fibrous 
mesotheliomas.  They  tend  to  have  a benign, 
indolent  course  as  compared  to  the  more  com- 
mon diffuse  malignant  mesothelioma.  These 
interesting  tumors  may  be  associated  with 
hypoglycemia  and  hypertrophic  pulmonary 
osteoarthropathy.  They  are  not  linked  to  asbes- 
tos exposure.  After  resection,  prolonged  sur- 
vival is  the  rule. 

Pleural  lipomas  are  very  rare,  fewer  than 
50  cases  have  been  reported  in  the  last  35  years. 
Patients  with  this  tumor  are  typically 
asymptomatic.  Occasionally  the  larger  pleural 
lipomas  may  produce  symptoms  by  compress- 
ing the  adjacent  lung  or  by  eroding  ribs. 
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1991  End-of- Year  AIDS  Case  Summary 


Prevalence  Rate  of  AIDS  In  DE 
per  100.000  (Regional  Pop.) 
through  December  31,  1991 


County 

59 

All  of  Delaware 


Cases  of  AIDS  in  DE  Through  12/31/91 
By  Age  and  Sex 


DELAWARE  AIDS  CASES  & FATALITIES 

Cumulative  Totals  In  Years  of  Report 


Cumulative  Number  ot  Cases 


Cases  Deaths 


DELAWARE  ADULT  AIDS  CASES 
Changing  Trends  in  Risk  Groups 
By  Year  Case  Reported 


Our  statistics  continue  to  show  the  highest  numbers  of  AIDS 
cases  among  30-39  year  old  people,  both  male  and  female. 
This  is  consistent  with  national  data , and  suggests  that, 
because  of  the  7-10  year  average  time  lapse  between  infection 
with  HIV  and  development  of  full-blown  AIDS,  most  people 
are  being  infected  in  their  twenties. 


75  Adult  Cases  401  Adult  Cases 

This  chart  shows  the  dramatic  change  in  reported  modes  of 
transmission  over  the  last  four  years.  The  chart  shows  trends 
in  AIDS,  however;  not  in  HIV.  A series  of  seroprevalence 
studies  conducted  at  STD  clinics  by  APO  staff  found  that  for 
two  years,  heteroseuxals  with  no  other  risk  made  up  at  least 
70%  of  those  found  to  be  HIV  positive.  The  studies  point 
toward  heterosexuals  becoming  the  majority  of  those  infected 
with  HIV  in  the  future.  (Source:  "HIV  Seroprevalence 
Surveys  in  Delaware  1989-90,"  by  B.  Ward,  F.  Myers,  et.  al.) 


Reprinted  with  permission  from  the  Delaware  AIDS  Pro- 
gram Office,  Division  of  Public  Health,  Delaware  Health 
and  Social  Services. 
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Special  Report 


Adults  with  AIDS  in  Delaware 
by  Sex,  Race  and  Mode  of  Transmission 
Cases  through  December  31, 1991 


IDU  38% 

Black  Men 

Total=152 


White  Men 

Total=173 


Gay/Bi  ^^^Gay/Bi  33% 
& IDU  10%/ 


Other  5% 


IDU  52% 

Hispanic/Other  Men 

Total =21 


Although  the  total  number  of  Delaware  women  with  AIDS  is  small, 
women  are  included  here  for  completeness. 


Hetero  34% 


IDU  59% 


Other  7% 


Black  Women 

Total  =41 


Other  55% 

White  Women 
Total  =11 


Hispanic/Other  Women 

Total  =3 


The  charts  featured  here  are  all  current  as  of  December  31,  1991.  At  that  time,  there  were  405 
total  AIDS  cases  reported  in  Delaware,  four  of  which  w'ere  pediatric  cases. 

The  charts  on  this  page  show  the  adult  AIDS  cases  in  Delaware,  broken  down  by  sex,  race, 
and  mode  of  transmission.  Although  the  number  of  Delaware  women  reported  with  AIDS  is  very 
small,  the  statistics  for  women  are  included  for  completeness. 
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Demographics  of  AIDS  Cases  Reported  in  Delaware 

through  March  31,  1992 

Cases  reported  during  the  current  year  are  shown  in  parentheses  in  the  tables  showing  Delaware  AIDS  cases  by  Exposure 
Category,  by  Age,  and  by  Race/Ethnicity.  The  1992  cases  are  included  in  the  cumulative  Totals  column  in  each  instance. 


Exposure  category 

Males 

Females 

Totals 

All 

1992 

All 

1992 

All 

1992 

cases 

cases 

cases 

cases 

cases  cases 

Homosexual  or  Bisexual  Man 

226 

(15) 

— 

(0) 

226 

(15) 

Injecting  Drug  User  (IDU) 

85 

(5) 

30 

(1) 

115 

(6) 

Homosexual/Bisexual  Man  & IDU 

29 

(4) 

— 

(0) 

29 

(4) 

Hemophiliac 

2 

(0) 

0 

(0) 

2 

(0) 

Heterosexual  Contact 

13 

(1) 

17 

(0) 

30 

(1) 

Transfusion-related 

3 

(0) 

8 

(0) 

11 

(0) 

Parent  HIV-infected 

3 

(1) 

1 

(0) 

4 

(1) 

None  of  the  above/Other 

15 

(2) 

2 

(0) 

17 

(2) 

Totals 

376 

(28) 

58 

(1) 

434(29) 

Age 

All 

1992 

Race /Ethnicity 

cases 

cases 

All 

1992 

Under  5 

4 

( i) 

cases 

cases 

5-12 

1 

( 0) 

13-19 

1 

( 0) 

20-29 

96 

( 4) 

White,  not  Hispanic 

195 

(10) 

30-39 

193 

(19) 

Black,  not  Hispanic 

210 

(15) 

40-49 

84 

( 5) 

Hispanic 

27 

(4) 

Over  49 

55 

( 0) 

All  Others 

2 

(0) 

Totals 

434 

(29) 

Totals 

434 

(29) 

County  of  Residence 

Year  of 

Diaqnosis 

Cases 

Deceased 

1981 

1 

1 

Alive 

Dead 

Total 

1983 

3 

3 

1984 

5 

5 

Kent  County  23 

33 

56 

1985 

17 

15 

1986 

36 

35 

New  Castle  County  106 

199 

305 

1987 

36 

34 

1988 

72 

61 

Sussex  County  29 

44 

73 

1989 

73 

49 

1990 

91 

47 

1991 

79 

23 

Totals  158 

276 

434 

1992 

21 

3 

Totals 

434 

276 

March  31,  1992,  AIDS  statistics  from  the  Centers  for  Disease  Control  show 
of  213,641  cases  nationally. 

a cumulative  total 

Adult/adolescent  cases  reported  March  1990  through  February  1991 

42,003 

Adult/adolescent  cases  reported  March  1991  through  February  1992 

45,360 

Pediatric  cases  reported  March  1990  through  February  1991 

784 

Pediatric  cases  reported  March  1991  through  February  1992 
Total  deaths  reported 

692 

Adult/adolescents 

136,473 

Children 

1,992 

Total 

138,395 
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STATES  WITH  HIGHEST  ANNUAL  INCIDENCE  RATES 
Cases  of  AIDS  per  100,000  Population 


State  of  Residence 

No.  Cases’ 

Rate 

1.  District  of  Columbia 

727 

120.4 

2.  New  York 

8,164 

45.3 

3.  Florida 

5,551 

41.9 

4.  New  Jersey 

2,305 

29.7 

5.  California 

7,709 

25.4 

6.  Georgia 

1,434 

21.8 

7.  Nevada 

264 

21.3 

8.  Maryland 

977 

20.2 

10.  Louisiana 

757 

17.9 

10.  Texas 

3,087 

17.9 

11.  Hawaii 

200 

17.8 

12.  Connecticut 

564 

17.1 

13.  Massachusetts 

970 

16.0 

14.  Illinois 

1,591 

13.9 

15.  Delaware 

88 

13.1 

U.S.  Total 

43,672 

17.2 

‘As  reported  to  CDC,  January  1991-December  1991 
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HEALTH  LAW 


Defending  the  Healthcare  Fraud  Case: 
Parallel  Proceedings  and 
Collateral  Consequences 


INTRODUCTION 

Healthcare  providers  today  face  an  ever-in- 
creasing  level  of  scrutiny  by  federal  and  state 
authorities  charged  with  combating  Medicare 
and  Medicaid  fraud.  Penalties  for  noncompli- 
ance can  arise  from  all  quarters:  the  United 
States  Department  of  Justice,  the  Department 
of  Health  and  Human  Services  through  its 
Office  ofthe  Inspector  General,  State  Attorneys 
.General,  and  State  Medicaid  Fraud  Control 
Units.  Sanctions  for  a single  course  of  illegal 
i conduct  can  be  cumulative,  and  can  include 
tincarceration,  criminal  fines,  civil  monetary 
penalties  and  treble  damages,  exclusion  from 
the  Medicaid  and  Medicare  programs,  and  loss 
of  license. 

The  severe  collateral  consequences  flowing 
from  a conviction  for  a Medicaid/Medicare  pro- 
gram-related offense  profoundly  affect  an 
attorney’s  strategy  for  defending  fraud  allega- 
tions. Mandatory  exclusion  from  these  pro- 
grams may  apply,  and  authorities  may  be  statu- 
torily required  to  notify  state  licensing  officials 
and  request  state  disciplinary  proceedings. 
Moreover,  investigative  coordination  among 
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federal  agencies,  and  even  among  state  and 
federal  authorities,  is  on  the  rise.  Every  inves- 
tigation can  evolve  into  complex,  multi-track 
litigation  in  the  form  of  parallel  criminal,  civil 
and  administrative  proceedings. 

This  article  outlines  the  dangerous  collat- 
eral effects  of  adverse  rulings  in  a healthcare 
fraud  proceeding  and  some  strategic  consider- 
ations in  representing  the  healthcare  provider 
facing  the  many  different  possible  sanctions. 

ENFORCEMENT  AUTHORITIES 

One  of  the  defense  counsel’s  challenges  in  the 
healthcare  fraud  field  is  in  learning  to  deal 
effectively  with  the  many  different  enforce- 
ment authorities.  Federal  and  state  authorities 
have  available  at  different  levels  a wide  variety 
of  criminal,  civil  and  administrative  enforce- 
ment tools. 

Federal  Authorities 

The  United  States  Department  of  Justice 
can  prosecute  healthcare  fraud  under  various 
federal  criminal  statutes.  The  Department  can 
also  bring  civil  actions  for  damages  and  mon- 
etary penalties  against  providers  who  submit 
false  or  fraudulent  claims  for  payment  to  the 
Medicare  or  Medicaid  programs.  Private  citi- 
zens can  bring  the  same  type  of  civil  actions  on 
behalf  of  the  United  States. 

The  Secretary  of  the  United  States  Depart- 
ment of  Health  and  Human  Services  (HHS), 
acting  through  the  Office  of  Inspector  General 
(OIG),  has  statutory  authority  to  assess  civil 
monetary  penalties  against,  and  to  exclude 


Del  Med  Jrl,  June  1992,  Vol  64,  No  6 


393 


Health  Law 


from  the  Medicare  and  Medicaid  programs,  any 
person  or  entity  that  submits  a fraudulent 
claim. 

Peer  Review  Organizations  (PROs),  under 
contract  with  the  federal  government,  review 
the  conduct  of  healthcare  providers  and  impose 
sanctions  through  OIG  upon  those  who  violate 
applicable  standards. 

State  Authorities 

Delaware  authorities  generally  have  the 
same  three  enforcement  tools  (criminal,  civil 
and  administrative)  as  their  federal  counter- 
parts. In  addition,  the  Board  of  Medical  Prac- 
tice may  suspend  or  revoke  physicians’  licenses 
for  a broad  spectrum  of  fraud  and  abuse  of- 
fenses. 

In  Delaware,  criminal  or  civil  actions  may 
be  brought  by  the  Medicaid  Fraud  Control  Unit 
of  the  Office  of  the  Attorney  General  against  a 
provider  for  the  submission  of  false  or  fraudu- 
lent claims.  The  Department  of  Health  & Social 
Services  may  terminate  a provider’s  medical 
agreement  based  on  such  offenses. 

COLLATERAL  CONSEQUENCES 

Defense  counsel  cannot  afford  to  analyze  sepa- 
rate enforcement  proceedings  in  isolation.  One 
authority’s  actions  will  almost  certainly  have 
implications  for  the  others’,  and  a clear  picture 
ofthe  interrelationships  amongapplicable  stat- 
utes and  various  authorities  is  a prerequisite 
for  rendering  sound  legal  advice. 

Consequences  of  a Criminal  Conviction 

A provider  convicted  of  a federal  or  state 
criminal  offense  faces  serious  consequences. 
The  term  “convicted”  is  boldly  defined  to  in- 
clude nolo  contendere  pleas  and  deferred  adju- 
dications. If  the  offense  at  issue  is  related  to  the 
delivery  of  an  item  or  service  under  the  Medi- 
care program  or  any  state  healthcare  program 
(i.e.,  the  offense  is  a “program-related”  crime), 
a conviction  triggers  a mandatory  minimum 
five-year  exclusion.  Congress  imposed  no  upper 
limit  on  the  period  of  exclusion  and,  in  fact,  on 
rare  occasions  the  Secretary  has  imposed  exclu- 
sions for  99  years,  as  well  as  for  an  indefinite 
period  of  time. 

The  Secretary  of  HHS  may  waive  the  exclu- 
sion only  “in  the  case  of  an  individual  or  entity 


that  is  the  sole  community  physician  or  sole 
source  of  essential  specialized  services  in  a 
community.”  The  Secretary  has  discretion  to 
terminate  an  exclusion,  upon  application  by  the 
affected  provider,  but  may  not  take  such  action 
until  the  minimum  period  of  exclusion  is  con- 
cluded. 

A conviction  for  an  offense  that  is  not 
“program-related”  may  also  result  in  exclusion 
proceedings.  The  Secretary  of  HHS  is  permit- 
ted, but  not  required,  to  exclude  an  individual 
or  entity  convicted  under  federal  or  state  law  of 
an  offense  relating  to  fraud,  theft  or  other 
financial  misconduct  “in  connection  with  the 
delivery  of  a healthcare  item  or  service.”  The 
Secretary  also  may  exclude  providers  convicted 
of  an  offense  involvinga  controlled  substance  or 
relating  to  the  obstruction  of  an  investigation. 

In  addition,  “any  individual  or  entity  that  the 
Secretary  has  determined  has  committed  an  act 
relating  to  false  claims  and  statements  pro- 
scribingfalse  statements  and  claims,”  as  well  as 
“kickbacks,”  as  criminal  offenses  may  be  ex- 
cluded at  the  discretion  of  the  Secretary.  As 
with  the  mandatory  exclusion,  Congress  im- 
posed no  ceiling  on  the  period  of  a permissive 
exclusion. 

In  addition  to  exclusion,  a criminal  convic- 
tion is  likely  to  result  in  the  initiation  of  state 
disciplinary  proceedings.  The  Secretary  of  HHS 
is  required,  by  statute,  to  “promptly  notify  the 
appropriate  state  or  local  agency  or  authority 
having  responsibility  for  the  licensing  or  certi-  I 
fication  of  an  individual  or  entity  excluded  (or  ' 
directed  to  be  excluded)  from  participation  un- 
der this  section  ...  of  the  fact  and  circumstances  | 
of  the  exclusion.”  Section  1320a-7(e).  Moreover, 
the  Secretary  must  “request  that  appropriate 
investigations  be  made  and  sanctions  invoked 
in  accordance  with  applicable  State  law  and 
policy.”  Id. 

Apart  from  the  Secretary’s  notification  re- 
quirements, licensees  in  Delaware  must  report 
promptly  most  criminal  convictions.  The  report  i 
will,  in  most  instances,  initiate  a license  revoca- 
tion proceeding.  Thus,  as  a result  of  the  crimi-  j 
nal  prosecution,  whether  for  a “program- 
related”  offense  or  not,  the  provider  could  lose  i 
his  or  her  license  to  practice  medicine  and  be 
subject  to  additional  sanctions  imposed  under 
Delaware  law. 
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In  addition  to  the  sanctions  outlined  above, 
a provider  convicted  of  a criminal  offense  relat- 
ing to  the  submission  of  false  or  fraudulent 
statements  or  claims  may  also  be  subject  to  a 
civil  monetary  penalty  proceeding,  wherein 
OIG,  on  behalf  of  HHS,  can  seek  damages  of 
$2,000  for  each  false  item  submitted  to  Medi- 
care or  Medicaid  and  an  assessment  of  up  to 
twice  the  amount  wrongfully  claimed.  The  OIG 
may  bring  civil  charges  in  addition  to  criminal 
charges  seeking  recovery  for  the  same  false 
claims  at  issue  in  the  criminal  conviction. 

A determination  by  the  Secretary  to  impose 
a civil  monetary  penalty  further  triggers  a 
statutory  requirement  that  state  licensing  agen- 
cies, peer  review  organizations,  professional 
organizations  and  supervising  agencies  be  noti- 
fied of  the  penalty  imposed.  Each  of  these  bod- 
ies normally  will  have  its  own  independent 
authority  to  impose  sanctions. 

In  cases  involving  false  claims,  the  Civil 
Division  of  the  United  States  Department  of 
Justice,  following  a criminal  conviction,  can 
bring  an  action  under  the  civil  False  Claims  Act 
to  recover  treble  damages  and  from  $5,000  to 
$10,000  per  false  claim  submitted  to  the  pro- 
' grams.  Only  the  double  jeopardy  clause  stands 
in  the  way  of  a massive  accumulation  of  penal- 
ties for  the  same  offense  or  offenses.  (See  dis- 
cussion in  the  “Global  Strategies”  section  re- 
garding this  limitation.) 

Consequences  of  Other 
Adverse  Determinations 

Even  those  not  prosecuted  criminally  for 
their  conduct  may  face  civil  proceedings  on 
multiple  fronts,  where  the  burden  of  proof  is 
more  lenient,  but  often  with  crippling  results. 
One  who  is  alleged  to  have  submitted  false  or 
fraudulent  claims  through  the  Medicare  or 
Medicaid  program  may  be  sued  under  the  False 
Claims  Act  or  the  civil  monetary  penalty  provi- 
sions of  the  Social  Security  Act,  or  both.  The 
claimant  may  also  be  excluded  from  the  Medi- 
care and  Medicaid  programs.  The  imposition  of 
penalties  or  exclusion  requires  the  Secretary  to 
notify  Delaware  authorities,  which,  in  turn, 
may  lead  to  further  state  proceedings. 

There  are  also  circumstances  under  which 
one  who  never  does  anything  fraudulent  (or 


even  unlawful)  can  be  sanctioned.  For  example, 
a provider  whose  license  is  suspended  by  a state 
licensing  board  for  reasons  bearing  on  compe- 
tence or  performance  is  also  subject  to  a permis- 
sive exclusion  from  the  Medicare  and  Medicaid 
programs. 

RESPONDING  TO  FRAUD 
AND  ABUSE  INVESTIGATIONS 

Coordination  Among 
Investigative  Agencies 

A healthcare  fraud  investigation  often  be- 
gins long  before  the  agent  appears  at  the  office 
demanding  access  to  medical  records.  Leads 
can  arise  from  a wide  variety  of  sources:  pa- 
tients, competitors,  licensing  boards,  under- 
cover agents,  and  former  employees,  to  name  a 
few. 

According  to  Lewis  Morris,  a prosecutor 
with  the  HHS  office  of  the  Inspector  General, 
Medicare  beneficiaries  lodge  the  most  com- 
plaints, competitors  provide  the  best  substan- 
tive information,  and  employees  “know  where 
the  skeletons  are  buried.”  In  addition,  com- 
puter-based reviews  are  sometimes  used  to 
identify  providers  who  exceed  predetermined 
utilization  screening  guidelines  and  are  there- 
fore suspected  of  providing  unnecessary  ser- 
vices. 

Medicare  and  Medicaid  fraud  investiga- 
tions are  pursued  by  various  federal  and  state 
investigative  agencies  that  cooperate  and  share 
information  in  various  ways.  For  example,  in- 
surance companies  acting  as  the  Medicare  car- 
riers in  given  states  may  be  required  by  their 
contracts  with  HHS  to  report  patterns  of  fraud 
to  the  OIG.  In  1989,  17  percent  of  all  criminal 
cases  originated  from  carrier  referrals.  In  Dela- 
ware, the  Medicaid  Fraud  Control  Unit  audits 
Medicaid  claims  and  systematically  shares  its 
findings  with  OIG,  which,  in  turn,  generally 
refers  all  cases  to  the  Justice  Department. 

On  the  federal  level,  a Health  Fraud  Work- 
ing Group  recently  has  been  formed.  It  includes 
representatives  from  the  FBI,  the  Criminal  and 
Civil  Divisions  of  the  Department  of  Justice, 
HHS,  and  other  agencies.  This  group  meets 
periodically  to  share  information  on  cases  and 
to  coordinate  activities.  In  addition,  the  Justice 
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Department  has  encouraged  its  attorneys  to 
become  more  directly  involved  in  assisting  state 
Medicaid  fraud  control  units. 

Information  Gathering 

Like  their  counterparts  in  other  areas, 
healthcare  fraud  investigators  can  utilize  the 
ordinary  investigative  tools  such  as  grand  jury 
subpoenas  and  search  warrants.  In  addition, 
the  Inspector  General  has  his  or  her  own  sub- 
poena authority  for  use  in  investigating  pos- 
sible administrative,  civil,  or  criminal  viola- 
tions. 

In  civil  False  Claims  Act  cases,  the  Justice 
Department  can  make  civil  investigative  de- 
mands before  commencing  the  action.  It  can 
require  any  person  with  information  relevant 
to  a civil  false  claims  investigation  to  give 
deposition  testimony,  answer  interrogatories, 
or  produce  documents. 

Federal  and  Delaware  investigators  also 
have  broad  authority  to  obtain  access  to  a 
provider’s  records  relating  to  Medicare  or  Med- 
icaid participation  apart  from  the  subpoena 
authority.  In  1987,  Congress  enacted  legisla- 
tion providing  that  a provider’s  failure  “to  grant 
immediate  access,  upon  reasonable  request”  by 
such  investigators  is  grounds  for  permissive 
exclusion  from  the  Medicare  and  Medicaid  pro- 
grams. As  defined  in  proposed  regulations  pub- 
lished for  comment  in  April  1990,  “immediate 
access”  means  within  24  hours  of  a “reasonable 
request.”  In  addition,  Medicare  and  Medicaid 
provider  agreements  typically  require  that 
records  be  produced  on  demand  by  federal  and 
state  authorities. 

In  light  of  these  provisions,  investigators 
pursuingfraud  and  abuse  allegations  will  some- 
times appear  unannounced  at  the  provider’s 
offices,  and,  with  or  without  a subpoena,  de- 
mand that  records  be  produced  on  the  spot.  In 
these  circumstances,  counsel  for  the  provider 
(if  involved  at  this  stage)  should  at  least  try  to 
negotiate  an  orderly  production  schedule,  al- 
lowing time  to  gather,  review,  and  copy  the 
records  before  making  them  available  to  the 
investigators.  As  with  any  ongoing  investiga- 
tion, regardless  of  the  stage,  it  is  essential  for 
counsel  to  learn  as  much  as  possible  about  the 
information  being  gathered  by  the  authorities. 


GLOBAL  STRATEGIES  IN  PARALLEL 
OR  SUCCESSIVE  PROCEEDINGS 

Settlement  in  the 

Early  Investigative  Stages 

For  some  providers,  the  most  devastating 
consequences  of  a fraud  and  abuse  investiga- 
tion are  loss  of  professional  license  and  lengthy 
exclusion  from  the  Medicare  and  Medicaid  pro- 
grams. The  five-year  minimum  exclusion  for  a 
program-related  offense  is  usually  enough  to 
harm  irreparably  most  professional  practices 
heavily  dependent  on  Medicare  or  Medicaid  for 
reimbursement.  State  licensing  actions  result- 
ingfrom  conviction  and  exclusion  can,  of  course, 
preclude  the  provision  of  medical  services  of 
any  kind. 

I n many  cases,  then,  counsel's  primary  strat- 
egy will  be  to  resolve  an  ongoing  investigation 
short  of  criminal  enforcement.  As  early  as  pos- 
sible,  counsel  must  ascertain  the  purpose  of  the  ; 
investigation  and  evaluate  the  likelihood  of 
criminal  prosecution.  This  is  generally  easier  | 
when  a Justice  Department  attorney  is  actively 
involved  in  the  investigation.  However,  in  many  i 
cases,  OIG  or  state  investigators  actively  pur-  1 
sue  investigations  for  extended  periods  without 
Justice  Department  involvement. 

The  severe  monetary  penalties  available 
under  the  civil  False  Claims  Act  and  the  Social 
Security  Act  create  an  unusual,  but  neverthe- 
less significant,  economic  incentive  for  federal 
investigators  to  settle  cases  civilly,  without 
ever  involving  criminal  enforcement  authori-  1 
ties.  Often  the  amount  of  actual  damages  re- 
sulting from  the  submission  of  a disputed  Medi- 
care or  Medicaid  claim  is  minimal  --  a few  i 
dollars  - and  is  dwarfed  by  the  government’s 
settlement  leverage  of  the  $10,000-per-claim 
penalty  available  under  the  civil  False  Claims 
Act,  and  the  $2,000-per-claim  penalty  available 
under  the  Social  Security  Act.  Moreover,  proof 
of  intent  to  defraud  is  no  longer  necessary 
under  the  False  Claims  Act  after  the  1986 
amendments,  and  mere  negligence  is  sufficient 
to  establish  liability  under  the  civil  monetary 
penalty  provisions. 

In  fact,  Medicare  and  Medicaid  false  claims 
settlements  can  be  so  lucrative  for  the  govern- 
ment that  the  Justice  Department’s  emphasis 
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n Medicaid/Medicare  cases  has  changed  from 
riminal  prosecutions  to  civil  enforcement.  In- 
ieed,  physicians  are  prime  targets  in  the  Civil 
)ivision’s  Affirmative  Civil  Enforcement(ACE) 
Vogram,  which  is  designed  to  search  for  and 
dentify  individuals  or  companies  that  have 
lefrauded  the  federal  government,  and  then 
ecover  the  government’s  alleged  loss,  plus  some 
iremium.  Given  the  cost  of  fully  defending 
lisputed  allegations  and  the  potential  liability 
or  penalties  disproportionate  to  any  actual  loss 
,o  the  government,  providers  targeted  by  the 
\CE  Program  sometimes  are  offered  relatively 
nodest  settlement  demands  they  cannot  refuse. 

Economic  Disincentives 
to  Criminal  Prosecution 

Recent  case  law  and  the  promulgation  of 
the  Federal  Sentencing  Guidelines  by  the  United 
States  Sentencing  Commission  have  strength- 
ened the  government’s  economic  incentive  to 
pursue  Medicare  and  Medicaid  fraud  civilly, 
rather  than  criminally. 

The  Double  Jeopardy  Clause  of  the  Fifth 
Amendment  protects  in  part  against  the  impo- 
sition of  multiple  punishments  for  the  same 
ioffense.  In  the  healthcare  fraud  area,  an  impor- 
tant issue  is  whether  the  imposition  of  cumula- 
tive sanctions  subjects  a provider  to  multiple 
“punishments”  which  are  constitutionally  im- 
permissible. 

In  United  States  v.  Halper,  490  U.S.  435 
(1989),  a Medicare  fraud  case,  the  Supreme 
Court  discarded  statutory  labels  and  held  that 
“a  civil  as  well  as  a criminal  sanction  consti- 
tutes punishment  when  the  sanction  as  applied 
in  the  individual  case  serves  the  goals  of  pun- 
ishment.” 

This  finding  by  the  Supreme  Court  as  well 
as  the  high  fines  that  can  be  imposed  through 
civil  suits  brought  by  the  government  have, 
again,  led  to  more  emphasis  being  placed  by  the 
government  on  civil  rather  than  criminal  ac- 
tions. A brief  hypothetical  example  illustrates 
the  remarkable  disparity  between  criminal  fines 
likely  under  the  Sentencing  Guideli  nes  and  the 
civil  penalties  available  under  the  civil  False 
Claims  Act  brings  home  this  point.  Assume  an 
individual  provider  has  overbilled  on  100  proce- 
dures due  to  a miscoding  error  of  which  he  was 


aware,  but  deliberately  failed  to  correct.  The 
claims  were  submitted  over  a period  of  12  months 
by  the  provider’s  billing  secretary  under  bis 
supervision.  The  loss  to  the  government  was 
$15  per  claim,  or  a total  loss  of  $1,500.  The 
provider  pleads  guilty  to  100  counts  of  violating 
the  criminal  False  Claims  Act.  Under  the  Sen- 
tencing Guidelines,  the  provider’s  total  offense 
would  be  subject  to  a criminal  fine  of  $1,000  to 
$10,000  and,  as  a first  offender,  two  to  eight 
months’  imprisonment,  with  probation  avail- 
able. The  defendant  would  also  be  required  to 
pay  restitution  of  $1,500  to  the  government.  If 
the  provider  was  a corporation  or  other  “organi- 
zation,” the  fine  range  would  be  $8,000  to 
$16,000. 

By  contrast,  under  the  federal  Civil  False 
Claims  Act,  this  hypothetical  provider  (indi- 
vidual or  organization)  would  be  subject  to  a 
mandatory  civil  penalty  of  $5,000  and  up  to 
$10,000  for  each  of  the  100  false  claims  submit- 
ted, plus  treble  damages,  for  a total  potential 
liability  of $1,004,500.  In  addition,  the  provider 
would  be  liable  for  the  government’s  costs  of 
bringing  tbe  civil  action. 

As  the  hypothetical  example  illustrates, 
criminal  sanctions  for  the  same  submission  of 
false  claims  can  be  minor  in  comparison  to  the 
civil  sanctions  available  under  the  civil  False 
Claims  Act.  After  Halper,  federal  authorities 
intent  upon  maximizing  monetary  recovery  for 
the  government  might  be  persuaded,  in  some 
cases,  to  forego  criminal  prosecution  and  be 
satisfied  with  a substantial  civil  monetary  settle- 
ment. For  the  physician,  of  course,  this  would 
alleviate  the  threat  of  incarceration,  and  leave 
room  to  negotiate  the  terms  of  a permissive 
exclusion  (if  any),  rather  than  be  faced  with  the 
mandatory  five-year  exclusion  for  all  program- 
related  convictions. 

Global  Settlement  Options 
and  Impediments 

The  provider  who  is  nearing  a settlement 
of  threatened  or  pending  civil  or  administrative 
claims  should  explore  the  possibility  of  includ- 
ing each  federal  or  state  authority  with  juris- 
diction to  impose  sanctions  in  a “global  settle- 
ment” of  the  matter.  Such  settlements  have 
obvious  advantages.  The  more  global  in  nature 
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the  settlement  is,  the  less  uncertainty  will  re- 
main as  to  potential  cumulative  sanctions  be- 
ing threatened  at  some  future  date.  The  pro- 
vider can  reduce  the  likelihood  that  the  govern- 
ment will  seek  to  impose  another  monetary 
penalty  on  top  of  the  one  he  or  she  has  just 
agreed  to  pay.  If  it  is  possible  to  negotiate  a 
clause  disclaiming  liability  and  acknowledging 
that  the  settlement  is  entered  into  as  a compro- 
mise of  disputed  claims,  damaging  admissions 
can  also  be  avoided.  If  there  is  a possibility  of 
permissive  exclusion,  that  issue  can  be  negoti- 
ated in  conjunction  with  negotiations  on  the 
appropriate  penalty  to  be  paid. 

Although  practice  and  policy  vary  from 
district  to  district,  the  physician  will  often  have 
an  opportunity  to  settle  civil  investigations 
jointly  with  the  Civil  Division  of  the  Depart- 
ment of  Justice  and  the  HHS  OIG.  For  example, 
the  OIGhas,  in  appropriate  cases,  agreed  not  to 
pursue  its  own  civil  monetary  penalty  and  ex- 
clusion remedies  in  settlement  agreements  re- 
solving civil  False  Claims  Act  charges  brought 
by  the  Justice  Department.  Even  if  other  au- 
thorities (e.g.,  state  attorneys  general,  Crimi- 
nal Division  of  the  Justice  Department)  do  not 
sign  on,  the  agreement  may  contain  covenants 
by  OIG  and  the  Civil  Division  not  to  recommend 
criminal  prosecution  or  other  available  sanc- 
tions to  those  officers.  Moreover,  if  liability  is 
not  admitted,  there  may  be  an  opportunity  to 
negotiate  with  OIG  regarding  what  notification 
to  state  licensing  authorities  is  appropriate,  if 
any. 


In  more  serious  investigations,  of  course, 
where  criminal  prosecution  is  a certainty,  the 
provider  will  be  faced  with  the  option  of  a plea 
agreement  or  trial.  If  a conviction  is  likely, 
there  will  be  significant  impediments  to  an 
acceptable  global  settlement.  As  noted  previ- 
ously, a guilty  plea  to  any  “program-related” 
offense  will  trigger  the  mandatory  five-year  (or 
longer)  exclusion.  The  exclusion,  in  turn,  will 
require  HHS  to  notify  state  licensing  authori- 
ties of  the  circumstances  of  the  exclusion.  While 
a plea  agreement  theoretically  might  be  fash- 
ioned to  avoid  a “program-related  conviction,” 
defense  counsel  must  anticipate  that  a plea  to 
virtually  any  charges  involving  the  delivery  of 
an  item  or  service  under  the  Medicare  or  Med- 
icaid programs  will  typically  result  at  least  in  a 
nonnegotiable  minimum  five-year  exclusion. 

CONCLUSION 

As  much  as  any  other  area  of  federal  and  state 
enforcement,  healthcare  fraud  is  a minefield  of 
possible  criminal,  civil  and  administrative  ac- 
tions that  carry  extraordinarily  severe  penal- 
ties. It  simply  is  not  enough  to  focus  only  on 
possible  criminal  charges.  The  strategy  in  any 
given  proceeding  must  include  an  effort  to  mini- 
mize the  damage  likely  to  occur  at  the  next  one. 

Health  Law  is  a feature  of  the  Delaware  Medical 
Journal  which  presents  practical  information 
for  the  practicing  physician  about  current  trends 
in  health  law. 
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The  Noninstitutionalized  Elderly: 
Ability  to  Perform  Daily  Activities 


n Brief 

* In  1987,  about  one-fifth  of  the  almost  28 
million  persons  over  age  65  living  in  the 
community  had  at  least  some  difficulty  per- 
forming daily  activities. 

» Many  elderly  persons  with  difficulties  per- 
formingdaily  tasks  managed  with  help  from 
others,  and  some  were  totally  dependent  on 
help. 

* There  will  be  a greater  demand  for  commu- 
nity-based and  institutional  long-term  care 
services  as  the  size  of  the  elderly  population 
continues  to  grow. 

Background 

The  extent  to  which  elderly  persons  can  live 
ndependently  in  the  community  depends  on 
;heir  ability  to  perform  basic  daily  tasks.  Mea- 
sures have  been  developed  to  assess  an 
individual’s  difficulties  in  performing  activities 
if  daily  living  (ADL),  which  are  tasks  essential 
so  maintain  basic  hygiene  and  manage  self- 
:are,  such  as  bathing,  dressing,  and  feeding 
oneself,  and  instrumental  activities  of  daily 
iiving  (IADL),  which  are  tasks  used  in  perform- 
ing household  and  social  activities,  such  as 
preparing  meals,  doing  light  housework,  and 
getting  about  in  the  community.  ADL  and  IADL 

Reprinted  from  Intramural  Research  Highlights,  National 
Medical  Expenditure  Survey,  Agency  for  Health  Care  Policy 
andResearch,  No.  7.  U.S.  Departmentof  Health  and  Human 
Services,  Rockville,  MD.  March  1992. 


have  been  used  to  assess  the  level  offunctioning 
in  the  elderly  and  to  predict  their  service  needs. 
Measures  of  impaired  mobility,  such  as  difficul- 
ties in  walking,  have  also  been  used  to  assess 
functional  capacity. 

Data  from  the  first  household  component  of 
the  1987  National  Medical  Expenditure  Survey 
(NMES)  estimate  the  number  of  noninstitution- 
alized elderly  age  65  or  older  who  reported 
particular  problems  with  ADL,  IADL  or  walk- 
ing; the  type  and  number  of  difficulties;  and  the 
type  of  assistance  used  or  received,  if  any,  as  of 
January  1,  1987. 

Selected  Findings 

Estimates  of  ADL  or  Walking  Difficulties 

In  1987,  almost  13  percent  of  the  elderly  had 
difficulty  with  at  least  one  ADL  or  walking. 
Difficulties  with  bathing  and  walking  were  most 
frequent,  followed  by  bed/chair  transfer,  dress- 
ing, toileting  (getting  to  and  using  the  toilet), 
and  feeding.  More  than  half  of  those  who  expe- 
rienced an  ADL  difficulty  also  had  problems 
walking.  Only  two  percent  of  the  elderly  had 
only  ADL  difficulties. 

Estimates  of  IADL  Difficulties 

In  1987,  nearly  18  percent  of  the  elderly  had 
difficulty  with  at  least  one  IADL  task.  The  most 
frequent  problems  were  in  getting  around  in  the 
community  and  shopping,  followed  by  doing 
housework,  preparing  meals,  handling  money, 
and  using  the  telephone.  About  eight  percent  of 
the  elderly  had  IADL  difficulties  only. 
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Types  of  Assistance  Used  or  Received 

Relatively  few  of  those  persons  age  65  or 
older  who  had  difficulties  with  walking  or  at 
least  one  ADL  managed  without  help  of  some 
kind.  The  rest  relied  on  personal  assistance,  the 
use  of  special  equipment,  or  both.  The  pattern 
of  assistance  varied  with  individual  problems. 
More  than  half  of  those  with  problems  bathing 
and  four-fifths  of  those  with  problems  dressing 
needed  personal  assistance.  Among  those  with 
walking  difficulties,  more  than  half  managed 
with  the  help  of  ambulatory  aids  (canes,  walk- 
ers, wheelchairs),  and  almost  a fifth  could  not 
walk  at  all. 

Of  the  elderly  who  had  at  least  one  IADL 
difficulty,  very  few  managed  without  help,  about 
two-fifths  could  perform  a task  with  personal 
assistance,  and  more  than  half  were  unable  to 
function  even  if  help  was  available.  This  pat- 
tern was  apparent  across  specific  IADL  tasks. 
Total  dependence  on  assistance  from  others 
was  most  often  found  for  shopping  (seven  per- 
cent of  the  elderly),  doing  housework  (six  per- 
cent), and  preparing  meals  (five  percent).  Most 
of  these  elderly  were  able  to  get  around  in  the 
community  with  help  from  others  (nine  per- 
cent), but  almost  half  as  many  were  totally 
dependent  on  assistance. 


Implications 

As  the  number  of  elderly  persons  increases,  tb 
goals  of  the  healthcare  system  may  shift  from  ; 
focus  on  diagnosis  and  cure  to  an  emphasis  01 
maintaining  independent  living.  By  providing 
estimates  on  level  s of  functioning  in  the  elderly 
the  NMES  survey  data  help  to  identify  tb. 
areas  in  which  the  elderly  need  assistance. 

When  persons  with  IADL  difficulties  re 
quired  assistance,  many  were  totally  depen 
dent  on  others  to  accomplish  routine  tasks.  Thi 
indicates  a relatively  large  need  for  commu 
nity-access  services.  In  general,  the  type  ofhel] 
needed  by  people  with  IADL  problems  require 
no  special  training  or  strength,  in  contrast  b 
the  type  of  assistance  needed  by  people  witl 
ADL  deficits.  Because  of  the  nature  and  quan 
tity  of  the  daily  services  required  by  the  lattef 
increasing  levels  of  ADL  impairment  often  leat 
to  some  form  of  residential  care. 

Functional  status  measures  are  not  jus 
research  tools  --  they  are  already  being  used  a 
eligibility  criteria  for  benefits  in  some  state 
wide,  community-based,  long-term  care  pro 
grams.  In  addition,  proposed  federal  legislatioi 
to  provide  support  for  long-term  care  has  sug 
gestecl  that  participation  in  the  program  b 
restricted  to  older  adults  requiring  human  as 
sistance  or  supervision  in  at  least  two  ADLs. 


R.  Meckelnburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 
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Crime  and  Punishment? 


1 ; is  entirely  predictable  that  when  hundreds  of 
illions  of  federal  dollars  are  poured  into  a 
rogram,  there  will  be  a host  of  zealous  entre- 
reneurs  on  hand  to  take  advantage  of  it.  We 
ave  seen  it  in  terms  of  federal  guarantees  of 
ank  deposits,  and  we  have  seen  it  when  de- 
;nse  and  armament  buildup  was  a high  prior- 
;y.  It  would  be  naive  to  think  for  one  minute 
hat  Medicare/Medicaid  would  be  an  exception. 

Military  builduphas  its  complexities  and  so 
joes  the  banking  business,  but  both  of  these 
lale  by  comparison  with  medical  care.  There 
1 re  shades  of  variance  from  one  disease  to 
mother,  and  the  many  acceptable  ways  to  treat 
.11  of  them  encourage  ingenuity  in  maximizing 
tilling.  Very  few  people  over  65  are  100  percent 
lealthy,  and  some  diagnosis  is  always  possible. 
V least  if  physicians  are  calling  the  shots  we 
mow  that  they  went  through  a pretty  rigorous 
ithical/moral  screen  before  they  got  into  medi- 
al school,  and  they  have  a centuries-old  tradi- 
ion  of  integrity.  But  when  you  add  in  other 
lealthcare  providers  with  little  or  no  screening 
>r  tradition,  the  potential  for  sharp  dealing 
ncreases  dramatically.  There  are  many  who 
ire  called  “doctor”  who  do  not  have  the  M.D.  or 
0.0.  Consider  if  you  will  an  organization  that 
joes  into  a nursing  home  and  tests  the  hearing 
)f  all  residents.  The  yield  of  abnormal  results  is 
joingto  be  pretty  high,  yet  who  could  say  in  any 
ndividual  case  thatit  was  an  unnecessary  test? 

Most  doctors  I know  would  not  even  con- 
sider participating  in  anything  fraudulent,  but 
maximizing  the  billing  in  a way  that  is  justifi- 
able in  terms  of  good  patient  care  is  another 
matter.  There  is  a very  fine  and  sometimes  hazy 


line  to  be  walked,  and  inevitably,  sooner  or 
later,  in  the  eyes  of  someone,  any  of  us  could  be 
perceived  as  having  crossed  that  line.  It  could 
be  as  simple  as  a faulty  code  number. 

The  federal  authorities  are  well  aware  of 
the  complexities  of  this  problem  and  also  aware 
of  their  total  inability  to  devise  a foolproof 
system,  so  like  all  legislative  bureaucrats  they 
try  to  keep  small  leaks  from  becoming  large 
torrents  by  increasing  the  severity  of  the  penal- 
ties. We  can  count  no  less  than  five  agencies 
searching  for  Medicare/Medicaid  fraud.  They 
communicate  freely  with  each  other,  and  each 
has  its  own  set  of  penalties  for  the  same  offense, 
many  of  which  are  mandatory.  The  penalties 
are  cumulative  and  include  incarceration,  crimi- 
nal and  civil  fines  into  the  hundreds  of  thou- 
sands of  dollars  for  seemingly  minor  infrac- 
tions, exclusion  from  Medicare/Medicaid,  treble 
damages,  and  loss  of  license  to  practice.  The 
agencies  are  the  U.S.  Department  of  Justice, 
the  U.S.  Inspector  General  acting  for  the  De- 
partment of  Health  and  Human  Services,  state 
Attorneys  General,  state  Medicaid  fraud  units, 
and  the  various  licensure  boards.  The  proce- 
dures include  criminal,  civil  and  administra- 
tive actions. 

Moreover,  there  are  very  dangerous  collat- 
eral effects  of  adverse  rulings,  so  one  cannot 
bargain  or  plead  nolo  contendere.  Guilt,  w’hether 
by  conviction,  admission  or  ruling,  triggers 
reports  up  and  down  the  line  to  other  agencies 
which  invoke  their  own  penalties. 

By  the  time  you  are  notified  and  the  federal 
agent  appears  at  your  office  demanding  to  see 
your  records  forthwith,  the  investigation  has 
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ah'eady  been  going  on  for  some  time.  Who  is 
accusing  you?  Who  started  it?  It  could  be  pa- 
tients, Boards,  competitors,  agents,  employees 
(past  or  present),  colleagues,  nurses,  insurors, 
or  simply  the  computer  comparing  your  prac- 
tice patterns  with  a norm  of  others  like  you.  By 
the  time  they  demand  your  records  you  are 
already  on  a very  slippery  slope.  Intent  to 
defraud  is  no  longer  necessary.  Simple  negli- 
gence equals  liability. 

It  is  at  least  at  this  point,  if  not  before,  that 
you  must  stop  looking  on  attorneys  as  enemies 
and  realize  that  you  need  a very  good  one  to 
save  you  from  catastrophe.  It  should  not  sur- 
prise you  to  learn  that  there  are  all  degrees  of 
competence  and  excellence  among  attorneys, 
as  well  as  many  types  of  highly  specialized 
knowledge  and  skill.  A faulty  strategy  at  this 
point  can  bring  your  life  and  practice  tumbling 
down  about  you.  For  example,  trying  to  settle 
with  one  controlling  agency  at  a time  can  be  a 
big  mistake. 

Elsewhere  in  this  issue  is  an  article  by 
attorneys  James  Becker  and  Peter  Shanley 
that  goes  into  all  the  legalistic  details.  You 
might  find  it  a bit  boring,  at  least  if  you  are  not 
presently  in  any  trouble,  but  save  it!  If  you  ever 
slip  or  trip  in  trying  to  walk  that  Fine,  hazy  line, 
you  might  want  to  refer  to  it. 

E. Wayne  Martz,  M.D. 

Editor 


Comment  on  Hepatic 
Incidentalomas 

The  paper  by  Lally  and  Wills  in  this  issue  of  the 
Delaware  Medical  Journal  concerns  the  evalu- 
ation of  an  incidentally  discovered  problem,  a 
so-called  “incidentaloma,”  in  their  case,  hepatic 
mass. 

The  generic  problem  of  “incidentalomas” 
represents  a metaphor  for  the  increasing  so- 
phistication, expense,  and  diminishing  returns 
of  healthcare  spending  in  the  USA.  The  prob- 
lem of  “incidentalomas”  is  also  a growth  indus- 
try, fueled  by  multiple  factors  including  the 


increasing  demand  for  diagnostic  certainty  char-  , 
acteristic  of  our  consumer-oriented  and  liti- 
gious society.  Radiologists,  who  make  a living 
by  doing  tests  and  sometimes  surround  them- 
selves with  hedge,  often  recommend  additional, 
powerfully-sensitive  studies  when  they  “can- 
not rule  out”  the  possibility  of  something  or 
other,  and  these  additional  studies  often  detect 
the  incidentalomas,  the  vast  majority  of  which 
are  benign  and  inconsequential. 

I suggest  that  the  best  way  to  deal  with 
incidentalomas  is  to  avoid  them  by  the  follow- 
ing strategies  which  reiterate  classical  teach- 
ings of  diagnostic  internal  medicine. 

First,  do  better  histories.  Listen  to  the  pa- 
tient. Studies  suggest  that  70  percent  of  the 
information  content  necessary  to  arrive  at  a 
diagnosis  comes  from  the  history. 

Second,  order  fewer,  more  selective  tests, 
whose  results  one  is  prepared  to  deal  with. 
When  a suspected  disease  is  relatively  common, 
the  test  relatively  cheap  and  risk-free,  the  treat- 
ment beneficial,  and  the  consequences  of  a false 
positive  test  are  low,  pick  a sensitive  test.* 
When  a disease  is  rare,  difficult  or  risky  to 
treat,  and  the  consequences  of  a false  positive 
are  significant,  pick  a specific  test. 

Clearly,  however,  even  in  the  best  of  hands, 
incidentalomas  will  appear.  But  even  when 
they  do,  adherence  to  these  principles  helps 
guide  testing  decisions  that  follow. 

TP 

^Sensitivity  = 

TP  + FN 

TN 

Specificity  = 

TN  + FP 

where,  TP  = true  positives 
TN  = true  negatives 
FP  = false  positives 
FN  = false  negatives 

Herbert  J.  Keating,  M.D. 
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chizophrenia  or  Ambivalence 

ie  American  Medical  Association  (AMA)  pub- 
;hes  a newsletter  called  This  Week  and  de- 
res  it  as  a “Priority  briefing  for  medicine’s 
aders.”  In  a recent  issue  (Vol  2,  #15)  I noted 
e following: 

Education  Bills  Show  Improvement 

The  AMA’s  grassroots  campaign  to  pre- 
serve student  loan  deferment  in  the 
reauthorization  of  the  Higher  Educa- 
tion Act  led  to  significant  improvements 
in  both  the  Senate  and  House  of  Repre- 
sentatives bills.  Although  the  Senate 
bill,  SB  1150,  eliminated  the  two-year 
deferment  for  new  borrowers  as  of  July 
1993,  it  was  favorably  amended  to  (1) 
continue  deferment  for  new  borrowers 
who  already  had  begun  the  process  of 
obtaining  financial  assistance,  and  (2) 
allow  residents  to  “forbear”  the  loan 
principal  and  interest  for  the  duration 
of  their  training.  The  House  version 
states  that  repayment  rules  should  take 
the  borrower’s  debt-to-income  ratio  into 
account.  A conference  committee  is 
meeting  to  resolve  the  differences  be- 
tween the  Senate  and  House  bills. 

That  sounded  pretty  good!  Now  our  young 
octors  can  continue  their  training  as  long  as 
iey  want.  Then  I turned  the  page  and  found 
iis: 

Specialty  Growth  May  Raise  Costs 

The  Council  on  Medical  Education  has 
become  concerned  that  the  rapid  growth 
of  specialties  and  subspecialties  may 
contribute  to  rising  medical  care  costs. 
The  Council  appointed  a task  force  that 
found  the  following  evidence  of  the  pro- 
liferation of  medical  specialties: 

• The  24  boards  that  are  approved  by 
the  Liaison  Committee  for  Specialty 
Boards  issued  99  [types  of]  certifi- 
cates in  1990.  They  have  developed 
25  new  certificates  since  then. 

• The  1991-92  edition  of  the  Direc- 
tory of  Graduate  Medical  Educa- 


finding  a reliable  medical  equipment 
company.  Bat  CONFIDENCE  and  TRUST  are 
the  'magic'  words  of  MASTER  CARE'S  service. 
Because  your  patients  are  our  first  concern , 
we  find  products  for  the  patient  . . . not 
patients  for  the  product. 


Showroom:  Old  Baltimore  Pike  Ind.  Pk 
83  Albe  Dr.  Newark,  DE 

Call  the  CARELINE  (302)  368*5300 
NJ (609)  299*3224 


PHYSICIAN’S 

OFFICES 

Several  suites  available, 
1200  to  5500  sq.ft, 
near  Pennsylvania  Avenue 
& Union  St.  On-site  parking. 
$9.50  - $11.00  per  sq.ft. 

Call  K.  Ittel 

BRANDYWINE 

REALTY 

654-3335 


>el  Med  Jrl,  June  1992,  Vol  64,  No  6 


407 


Editorials 


tion  Programs  lists  71  specialty 
fields,  compared  with  35  in  the  1981- 
1982  edition. 

• Although  the  number  of  U.S. 
medical  school  graduates  has  been 
almost  constant  during  the  same 
10-year  period,  the  number  of  resi- 
dents in  specialty  training  has  in- 
creased from  62,000  to  more  than 
82,000. 

Now  wait  a minute!  Doesn’t  that  say  that 
the  ability  to  continue  training  (undisturbed  by 
educational  debts)  is  bad  in  that  it  has  led 
20,000  more  of  our  young  physicians  (a  32 
percent  increase)  to  continue  into  more  and 
more  specialization,  which  will  inevitably  in- 
crease costs?  Is  our  AMA  schizophrenic,  or 
merely  ambivalent,  or  perhaps  grown  so  large 
that  the  left  hand  doesn’t  know  what  the  right 
hand  is  doing?  Just  who  are  the  “grassroots” 
doctors  who  want  to  foster  more  specialists? 
Are  they  the  average  primary  care  docs  slug- 
ging it  out  on  the  front  lines  of  medical  care 
while  they  wait  for  reinforcements,  or  are  they 
the  academics  hoping  to  fill  their  fellowships 
with  an  ever-increasing  number  of  subspecial- 
ists-to-be?  Are  we  serious  about  increasing  the 
number  of  primary  care  doctors?  If  so  we  should 
want  to  deter  them  from  training  beyond  three 
years,  and  a payback  that  starts  after  two  years 
would  certainly  do  just  that.  Are  we  serious 
about  controlling  runaway  healthcare  costs?  If 
so  we  should  try  to  reduce  the  number  of  sub- 
specialists being  trained,  not  increase  it. 

But  then  I guess  we  are  no  worse  than  our 
federal  government,  which  says  out  of  one  side 
of  its  mouth  that  it  wants  more  primary  care 
doctors,  and  at  the  same  time  consistently  in- 
creases research  budgets,  and  rewards  those 
institutions  which  create  large  numbers  of  re- 
search fellowships  and  endless  expensive  tech- 
nologic advances. 

Isn’t  it  time  to  get  a consensus  and  remem- 
ber that  our  overridinggoal  is  to  serve  patients, 
the  taxpayers  who  support  this  entire  opera- 
tion? 


E.  Wayne  Martz,  M.D. 

Editor 


[ 


“/  Rate  KFS  #1 !” 


“KFS  Systems  has  provided  our  office  with  the  computer  system  and  proper 
training  that  best  meets  the  needs  of  our  practice.  More  importantly,  they 
are  always  there  when  we  need  them  with  fast,  knowledgeable,  friendly  - 
service.  I wouldn't  work  with  any  other  computer  company." 


SYSTEMS.  INC. 


1606  Newport  Gap  Pike 
Wilmington,  DE  19808-6208 
(302)  992-0650  FAX  992-0592 


YOUR  HEALTHCARE  COMPUTER  SPECIALISTS 


"Mom's  the  one  with  Alzheimer's, 
but  we're  the  ones  who  feel  helpless." 


How  often  do  you  have  to  tell  her  what  day  it  is?  How  often 
does  she  forget  her  name?  Or  where  she  is?  Or  who  you  are? 

We  understand  the  anguish  that  canng  for  someone  with 
Alzheimer's  can  put  you  through.  That's  why  we  developed 
our  Arcadia  Wing,  a special  part  of  our  nursing  center  just  for 
people  with  Alzheimer's  and  related  disorders. 

In  thus  safe,  uncomplicated  environment,  yourmotherwill 
receive  the  24-hour  care  she  needs.  And  she'll  take  part  in  a 
vigorous  daily  schedule  of  activities  designed  to  maintain 
awareness,encourageindependence,and  ease  the  trauma  of 
confusion. 

We  will  also  extend  our  care  to  you,  with  family  support 
groups  and  counseling  sessions  to  make  this  difficult  time  a 
little  easier  for  everyone. 

For  more  information  on  our  new  Arcadia  Wing,  plus  a 
free  copy  of  When  Love  Gets  Tough,  a wonderful  book  about 
the  nursing  care  decision,  call.  And  find  out  how  we're 
helping  people  feel  less  helpless  about  Alzheimer's  Disease. 

LEADER 


tSiNG  6.  Rehabilitation  Clnteh 
700  FOLLK  ROAD 
WILMINGTON,  DELAWARE  19803 
302-764-0181 


Alzheimer’s  Day  Care 
Now  Available 


i 
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If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant 
information  to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE  19806- 
2166.  Information  must  be  received  by  the  first  of  the  month,  two  months  before  publication. 

Physicians’  Health  Committee 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physicians’  Health  Committee 
wishes  to  help.  Please  call  302/654-1001.  The  anonymity  of  the  caller  is  assured. 

I Physicians  Give  Free  Service 

The  majority  of  American  physicians  --  approximately  64  percent  --  provide  charity  care  for  needy 
patients,  the  AMA  Center  for  Health  Policy  Research  reports.  Free  care  accounts  for  an  average  of 
three  hours  each  week.  Reduced-fee  care  accounts  for  an  additional  3.6  hours.  If  the  nation’s 
physicians  charged  for  the  service,  the  bill  would  add  up  to  an  estimated  $6.8  billion  a year. 

Short-Term  Immunosuppression  May  Allow  for  Donor  Nerve  Grafts 

According  to  the  American  Association  of  Neurological  Surgeons  and  Congress  of  Neurological 
Surgeons,  nerve  damage,  which  often  results  in  loss  of  sensory  and  motor  function  and  chronic  pain, 
has  traditionally  been  treated  by  using  an  autograft  --  one  of  the  patient's  own  “expendable”  sensory 
nerves  for  transplant.  Neurosurgeons  have  long  felt  that  an  attractive  alternative  would  be  to  use 
nerve  allografts  from  an  organ  donor. 

Allografts  eliminate  most  of  the  drawbacks  associated  with  harvesting  nerve  grafts  directly 
from  the  patient,  such  as  scarring,  loss  of  sensation  and  pain  at  the  donor  site.  In  addition, 
autografts,  which  are  usually  taken  from  the  sural  nerve  in  the  lower  leg  and  a few  other  sites,  yield 
only  a limited  amount  of  nerve  tissue  for  transplant.  Nerve  grafts  from  organ  donors,  on  the  other 
hand,  would  provide  a potentially  limitless  supply  of  graft  material  for  major  reconstructive 
procedures. 

In  an  allograft  nerve  transplant,  as  in  any  transplant  that  uses  donor  tissue,  the  patient's 
immune  system  must  be  suppressed  to  prevent  rejection.  Recent  studies  at  the  University  of  Toronto 
sought  to  discover  whether  allografts  could  be  used  without  making  a life-long  commitment  to 
immunosuppression. 

Previous  studies  have  shown  that  allografts  give  good  results,  but,  because  restoring  nerve 
function  is  not  essential  to  a patient’s  survival,  the  complications  and  side  effects  of  using  donor 
tissue  are  felt  to  be  too  risky.  The  two  organizations  wanted  to  see  if  it  was  possible  to  get  just  as 
good  results  in  terms  of  regeneration  using  temporary  immunosuppression. 

Unlike  other  organ  transplants,  a transplanted  nerve  graft  acts  only  as  a structural  conduit,  a 
kind  of  bridge  over  which  the  patient’s  own  nerve  regenerates.  The  studies,  performed  on  rats, 
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showed  that  short-term  suppression  of  the  immune  system  does  permit  functional  regeneration 
across  short  nerve  allografts.  Once  the  patient’s  ow  n nerve  regenerates,  the  transplanted  nerve  cells 
can  be  rejected  without  permanently  affecting  the  regenerated  nerve. 

The  studies  give  scientific  validity  to  the  concept  that  temporary  immunosuppression  may  be 
all  that’s  needed  in  nerve  allografts.  The  next  step  is  to  determine  whether  allografts  will  hold  out 
over  a long  nerve  graft  and  if  they  will  work  on  monkey  and/or  human  subjects. 

NIH  Consensus  Panel  Issues  Report:  Consensus  Development  Conference 
on  Acoustic  Neuroma 

ANational  Institutes  ofHealth  (NIH)  consensus  development  statement  on  Acoustic  Neuroma  may 
be  obtained  from  the  NIH  Office  of  Medical  Applications  of  Research  (OMAR).  The  report  was 
prepared  by  a panel  of  experts  who  considered  scientific  evidence  presented  at  a Consensus 
Development  Conference  at  NIH.  It  contains  recommendations  and  conclusions  concerning  acoustic 
neuroma. 

At  NIH,  consensus  conferences  bring  together  researchers,  practicing  physicians,  representa- 
tives of  public  interest  groups,  consumers,  and  others  to  carry  out  scientific  assessments  of  drugs, 
devices,  and  procedures  in  an  effort  to  evaluate  their  safety  and  effectiveness. 

Free  copies  of  the  statement  on  acoustic  neuroma  may  be  obtained  from: 

William  H.  Hall,  Director  of  Communications 

Office  of  Medical  Applications  of  Research 

National  Institutes  ofHealth 

Building  1,  Room  259 

Bethesda,  Maryland  20892 

301/496-1143 

Medical  Center  a Resource  in  Meeting  New  OSHA  Regulations 

Employers  seeking  to  comply  with  new  federal  Occupational  Safety  and  Health  Administration 
(OSHA)  regulations  to  protect  workers  against  hepatitis-B  can  now  call  Occupational  Health 
Services  (428-4250)  at  the  Medical  Center  of  Delaware  to  arrange  vaccinations. 

The  OSHA  regulations,  designed  to  protect  workers  in  jobs  involving  exposure  to  bloodborne 
viruses  sucb  as  hepatitis-B  and  AIDS,  took  effect  March  5 and  are  expected  to  prevent  about  200 
deaths  and  9,200  infections  annually.  The  new  regulations  require  the  employees  of  any  company 
to  be  protected  against  bloodborne  diseases.  One  of  the  ways  of  ensuring  protection  against 
hepatitis-B  is  to  vaccinate  at-risk  workers. 

OSHA  officials  say  the  new  regulations  are  designed  to  back  the  recommended  “universal 
precautions”  against  bloodborne  diseases  with  full  legal  force.  Violating  the  OSHA  guidelines  could 
result  in  fines  of  as  much  as  $70,000  per  incident  says  OSHA  Administrator  Gerard  Scannell. 

Dr.  David  Platt  Recognized 

On  April  29,  1992,  the  Delaware  Chapter  of  United  to  Serve  America  bestowed  on  Dr.  David  Platt 
its  Diamond  Award  for  outstanding  commitment  and  service  to  others.  The  citation  referred  to 
"vision,  self-sacrifice  and  hard  work  in  "service  to  others  that  is  making  a difference."  The 
organization  is  identified  as  "a  group  whose  members  have  crossed  the  lines  of  race,  ethnic 
background,  socio-economic  status  and  religious  preference  and  have  joined  forces  in  order  to  unite 
our  communities...." 

We  congratulate  Dr.  Platt,  and  we  congratulate  United  to  Serve  America  for  its  perception  and 
recognition  of  a man  whose  special  characteristics  we  have  known  for  years. 
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Voluntary  Health  Clinics 


At  last  year's  annual  meeting,  the  House  of 
Delegates  of  the  Medical  Society  of  Delaware 
made  note  of  and  commended  the  efforts  of  the 
voluntary  members  of  the  Claymont  Health 
Service  (CHS)  in  providing  healthcare  at  this 
facility.  At  the  same  time,  the  House  suggested 
that  the  extension  of  the  concept  of  the  CHS 
into  Kent  and  Sussex  Counties  be  investigated. 
In  responding  to  this  directive,  I asked  Dr.  John 
Levinson,  who  chairs  the  Charitable  Services 
Committee,  to  look  further  into  the  possibility 
of  extending  the  CHS  concept  beyond  New 
Castle  County.  He  has  formed  a special  subcom- 
> mittee  to  do  this,  and  we  anticipate  a report 
before  our  annual  meeting. 

The  CHS  is  alive  and  well.  There  are  22 
physicians  participating  in  this  program  on  a 
regular,  ongoing  basis,  and  74  physicians  are 
accepting  patients  referred  to  them  by  the  Ser- 
vice. During  the  past  year,  we  have  recorded 
over  1,000  patient  visits  to  this  facility.  We  feel 
that  this  facility  and  the  physicians  who  are 
participating  in  this  program  clearly  illustrate 
how  the  Medical  Society  is  actively  pursuing 
solutions  to  access  to  care  for  the  state's 
uninsured  and  underinsured.  This  is  but  one 
small,  initial  effort. 

Obviously,  the  basic  requirement  for  any 
program  of  this  sort  is  the  availability  of  pri- 
mary care  physicians.  We  are  well  aware  that 
the  state  is  extremely  short  on  primary  care 
physicians.  There  are  many  programs  under- 
way that  seek  to  improve  the  recruitment  of 
primary  care  physicians  in  our  state.  These 
programs  are  being  actively  pursued  by  your 


Society,  the  state  of  Delaware  and  DIMER. 
Even  if  these  programs  are  successful,  --  and 
there  is  no  reason  to  believe  that  they  will  not 
be  — we  cannot  count  on  seeing  any  benefits 
from  these  programs  for  at  least  the  next  three 
to  five  years.  In  the  meantime,  we  simply  can- 
not afford  to  take  a "wait-and-see"  attitude, 
because  the  possibility  of  some  type  of  man- 
dated program  always  exists. 

Physicians  have  contacted  me  about  the 
Society’s  Voluntary  Initiative  Program  (VIP)  to 
emphasize  the  importance  of  continuity  of  care 
and  follow-up  by  the  same  physician  on  a regu- 
lar basis  and  the  importance  of  seeing  these 
uninsured  and  underinsured  patients  in  an 
individual  office  setting.  I agree  that  this  is 
important;  sadly,  however,  this  is  the  ideal 
situation.  Unfortunately,  the  numbers  that  have 
been  provided  to  us  substantiate  the  fact  that 
most  of  the  state's  primary  care  physicians  are 
fully  involved.  In  fact,  they  are  more  involved  in 
patient  care  than  are  the  physicians  in  the 
surrounding  states.  It  is  anticipated  that  the 
VIP  will  allow  for  more  equitable  distribution  of 
these  uninsured  and  underinsured  patients 
within  the  medical  care  system. 

In  the  meantime,  we  have  no  intention  of 
remaining  passive.  We  are  actively  pursuing 
the  concept  of  voluntary  health  clinics  in  Kent 
and  Sussex  Counties  to  at  least  help  plug  the 
gap  in  some  small  way,  and  we  hope  to  find  a 
way  to  provide  access  to  healthcare  for  these 
patients.  I can  certainly  understand  the  con- 
cerns of  the  members  of  our  Society  who  are 
concerned  that  the  voluntary  health  clinics  do 
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not  provide  for  the  ideal  of  medical  continuity. 
It  should  be  realized,  however,  that  this  simply 
represents  an  interim  measure  until  we  can  see 
some  results  of  our  primary  care  physician 
recruitment  program. 

I can  report  to  you  that  by  the  end  of  the 
summer  we  hope  to  have  a definite  outline  and 
start-up  date  for  our  VIP.  We  are  currently 
working  with  the  folks  from  the  Kentucky  Medi- 
cal Association,  which  has  managed  a success- 
ful program  in  that  state  since  January  1985. 
We  hope  to  gain  more  information  when  we 
visit  with  them  this  summer.  This  will  provide 
additional  help  as  we  ready  our  program  to 
provide  access  to  healthcare  for  our  state's 
uninsured  and  underinsured  citizens. 

I will  keep  the  membership  apprised  of  our 
progress  and  plans  in  this  regard.  I want  to 
again  encourage  you  to  contact  me  with  your 
comments  and  constructive  criticisms  of  our 
programs.  Remember  that  our  Society  exists 
not  only  to  represent  the  interests  of  our  physi- 
cian members,  but  also  to  ensure  that  high- 
quality  healthcare  is  delivered  to  the  citizens  of 
our  state. 

Ch/mu  P 

James  P.  Marvel,  Jr.,  M.D. 


It’S 
No 
Trick  . . . 


finding  a reliable  medical  equipment 
company.  But  CONFIDENCE  and  TRUST  are 
the  'magic'  words  of  MASTER  CARE'S  sendee. 
Because  your  patients  are  our  first  concern, 
we  find  products  for  the  patient  . . . not 
pa  tien  ts  for  the  product. 


Showroom:  Old  Baltimore  Pike  Ind.  Pk. 
83  Albe  Dr.  Newark,  DE 
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Conference  Facilities 


The  Educated  Choice 
In  Conference  Centers 

Yoi  CAN  CHOOSE  ANY  CONFERENCE  CENTER.  Or  YOU 
CAN  CHOOSE  THE  CONFERENCE  CENTERS  THAT  ARE  THE 
STANDARD  BY  WHICH  OTHERS  ARE  JUDGED.  W OUR 
CENTERS  HAVE  THE  ENVIRONMENTS  THAT  ONLY  AN  AFFILE 
ATION  WITH  A MAJOR  UNIVERSITY  CAN  PROVIDE,  UNIQUE, 
TOO,  .ARE  OUR  FACILITIES,  AMENITIES,  SUPPORT  STAFF 
.AND  CENTER  SITES  We  OFFER  THREE  DIVERSE  CENTERS 
WHICH  CAN  MEET  THE  NEEDS  OF  VIRTUALLY  ALL  TYPES 
AND  SIZES  OF  CONFERENCES,  MEETINGS,  PROFESSIONAL 
DEVELOPMENT  PROGRAMS,  BANQUETS  AND  SPECIAL 

events.  W Oi  ir  Newark  Center  features  Clayton 
Hall,  the  most  technoi.ogicai.ly  advanced  confer 

ENCE  FACILITY  IN  THE  STATE,  WITH  ON-CAMPUS  HOUSING 

available  June  through  August  The  facilities  at 
our  Wii  -Mington  Center  are  more  intimate, 

RANGING  FROM  THE  STATELY  GOODSTAY  MANSION  TO 
THE  NEWLY  OPENED  ArSHT  HaLL  TllE  ATMOSPHERE  AT 

our  Virden  Center  in  Lewes  is  retreat-like,  the 

SEASIDE  Si  GROUNDINGS  ARE  BEAl JTIFUL  AND  UNSPOILED. 

Call  for  more  information.  Now  making  an 

EDUCATED  CHOICE  IN  CONFERENCES  IS  ACADEMIC.  W 


Newark  Wilmington  Lewes 


(302)  (302) 

573-4419  645-4100 
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GRAND  ROUNDS 

Current  Concepts  in  the  Diagnosis 
and  Management  of  Aortic  Stenosis 


Ehsanur  Rahman,  M.D. 
Jack  Newman,  M.D. 


CASE  PRESENTATION 

The  patient  is  a 74-year-old  white  female  with 
a history  of  a heart  murmur,  who  was  brought 
to  the  Christiana  Hospital  Emergency  Room 
after  a one-minute  episode  of  syncope,  which 
occurred  while  she  was  standing  in  a restau- 
rant. The  syncope  was  not  associated  with  other 
symptoms,  and  there  were  no  sequelae. 

The  patienthad  a history  of  easy  fatiguabil- 
i ity  and  poor  appetite  for  six  months,  with  a 20- 
I pound  weight  loss.  She  noted  episodic 
1 lightheadedness,  and  old  records  revealed  peri- 
i odic  hypokalemia.  She  had  a long  history  of 
1 hypertension,  for  which  she  took  bumetanide, 
and  diabetes  mellitus,  treated  with  chlor- 
propamide. She  had  had  a mastectomy  for  breast 
carcinoma  10  years  previously,  without  recur- 
rence. 

On  examination  in  the  Emergency  Room, 
vital  signs  were  unremarkable.  The  patient 
was  noted  to  have  a systolic  murmur  in  the 
second  right  intercostal  space  radiating  to  the 
carotid  arteries,  consistent  with  aortic  stenosis 
(AS).  Her  serum  sodium  was  130  and  potassium 
3.0,  thought  secondary  to  diuretic  use.  Her 

Dr.  Rahman  is  a member  ofthe  Section  of  Cardiology  in  the 
Department  of  Medicine  at  the  Medical  Center  of  Delaware 
and  a Clinical  Assistant  Professor  of  Medicine  at  Jefferson 
Medical  College. 

Dr.  Newman  recently  completed  his  Medical  Residency  at 
the  Medical  Center  of  Delaware  and  is  currently  a Fellow 
in  Cardiology  at  Graduate  Hospital  in  Philadelphia. 

Presented  at  Medical  Grand  Rounds  at  the  Medical  Center 
of  Delaware  on  March  12,  1992. 


electrocardiogram  demonstrated  a normal  si- 
nus rhythm  with  motion  artifact  (secondary  to 
tremors),  left  ventricular  hypertrophy  by  volt- 
age criteria,  left  axis  deviation,  and  probable 
left  atrial  enlargement. 

The  patient’s  diuretics  were  discontinued, 
potassium  was  administered,  and  she  was  dis- 
charged to  the  care  of  a local  internist.  She  was 
later  referred  for  cardiology  evaluation  because 
of  the  suspicion  of  symptomatic  AS. 

DISCUSSION 

Symptoms  and  Signs  of  Aortic  Stenosis 

The  symptoms  of  AS  are  listed  in  Table  1. 
Dyspnea  may  occur  early  in  the  course  of  the 
condition  and  may  be  difficult  to  distinguish 
from  other  causes  of  dyspnea.  Angina  pectoris 
and  syncope  can  also  be  signs  of  AS.  The  rela- 
tionship to  exertion,  absence  of  premonitory 
symptoms,  and  lack  of  association  with 
arrhythmia  can  differentiate  the  syncope  of  AS 
from  other  causes  of  syncope. 

The  physical  findings  associated  with  AS 
are  listed  in  Table  2.  The  carotid  upstroke  rises 
slowly  and  may  be  reduced  in  intensity.  A 
systolic  thrill  may  be  palpable  in  the  carotid 


Dyspnea  with  exertion 
Angina  pectoris  with  exertion 
Syncope  with  exertion 

Table  1.  Early  symptoms  of  aortic  stenosis. 
Congestive  heart  failure  develops  later  in 
the  course  of  the  illness. 
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arteries.  The  apical  impulse  is  sustained  and 
heaving,  and  there  may  be  a palpable  S4  A loud, 
rough  systolic  ejection  murmur,  often  accompa- 
nied by  a thrill,  is  usually  present  at  the  second 
right  intercostal  space  at  the  right  sternal  bor- 
der radiating  to  the  carotid  arteries.  The  mur- 
mur of  AS  may  also  be  heard  at  the  apex.  When 
this  occurs,  it  is  high-pitched  and  may  be  mis- 
taken for  the  murmur  of  mitral  regurgitation. 
As  AS  becomes  more  severe,  the  aortic  compo- 
nent of  the  second  heart  sound  becomes  faint  or 
even  inaudible,  so  that  there  may  be  a single 
second  heart  sound.  In  older  patients,  the  se- 
verity of  the  AS  can  be  predicted  by  the  pres- 
ence of  symptoms;  asymptomatic  patients  usu- 
ally do  not  have  severe  disease.  In  younger 
patients  with  more  compensatory  mechanisms, 
severe  AS,  with  gradients  of  up  to  150  mm  Hg 
may  be^present  without  symptoms. 

Coarse  systolic  murmur  at  the  right  base 
radiating  into  the  carotid  arteries 
Sustained  apical  impulse 
Slow-rising  carotid  upstroke 
Faint  or  inaudible  aortic  second  sound 

Table  2.  Signs  of  aortic  stenosis. 


When  congestive  heart  failure  develops, 
jugular  venous  distension  may  be  present,  and 
an  S3  gallop  replaces  the  S4.  A mitral  regurgita- 
tion murmur,  present  because  of  the  develop- 
ment of  a dilated  left  ventricle,  may  also  be 
heard. 

Causes 

The  causes  of  AS  are  listed  in  Table  3. 
Congenital  unicuspid  aortic  valves  occur  in 
children  and  are  fatal  if  not  surgically  repaired. 
Approximately  1 to  2 percent  of  the  general 
population  have  bicuspid  aortic  valves.  These 
patients  are  more  prone  to  develop  AS,  usually 
in  the  fifth,  sixth,  or  seventh  decades  of  life. 
Calcific  degenerative  valvular  disease  occurs  in 
elderly  patients  in  their  70s  and  80s  who  de- 
velop calcific  deposits  on  the  aortic  valve  leaf- 
lets. These  deposits  restrict  leaflet  motion  and 
then  progressively  encroach  upon  the  opening 
of  the  valve  until  the  valvular  area  i s effectively 


narrowed.  Unlike  calcific  AS,  in  which  the 
disease  starts  at  the  base  of  the  valve  and 
progresses  toward  the  commissures,  AS  from 
rheumatic  heart  disease  is  a problem  of  com- 
missural fusion.  Rheumatic  aortic  stenosis  is 
almost  always  associated  with  mitral  valve 
involvement. 


Congenital 

Unicuspid  aortic  valve 
Bicuspid  aortic  valve 
Acquired 

Calcific/degenerative  aortic  stenosis 
Secondary  to  rheumatic  heart  disease 

Table  3.  Common  causes  of  aortic  stenosis. 


Evaluation  of  the  Patient 
with  Aortic  Stenosis 

The  electrocardiogram  in  severe  AS,  like 
that  seen  in  today’s  patient,  reveals  left  ven-  i 
tricular  hypertrophy  (LVH)  with  or  without  i 
ST-T  wave  changes.  In  10  to  15  percent  of 
patients,  LVH  cannot  be  demonstrated  because 
of  conduction  abnormalities;  in  some,  the  EKG 
may  be  entirely  normal.  P-wave  abnormalities 
suggestive  of  left  atrial  enlargement  and  vari- 
ous types  of  bundle  branch  block  are  also  fre- 
quently present. 

The  heart  may  be  normal  in  size  on  chest  x- 
ray,  unless  the  patient  has  developed  conges- 
tive heart  failure,  in  which  case  the  heart  is  i 
enlarged.  Calcium  may  be  seen  in  the  aortic 
valve  in  patients  with  calcific  AS. 

Echocardiography  is  one  of  the  first  tests 
which  should  be  ordered  in  patients  suspected 
of  having  AS.  On  echocardiography,  thickening 
or  calcification  of  the  valve  leaflets  may  be  seen, 
and  the  level  of  valvular  involvement,  whether 
valvular,  subvalvular,  or  supravalvular,  can  be 
determined.  Restriction  of  valve  leaflet  motion, 
which  can  be  identified  by  echocardiography,  is 
the  hallmark  of  adult  aortic  stenosis.  Color  flow  ! 
Doppler  echocardiography  is  very  useful  in  the 
noninvasive  estimates  of  transvalvular  gradi- 
ents and  valve  area. 

Echocardiography  can  also  identify  associ- 
ated conditions,  such  as  mitral  regurgitation, 
mitral  stenosis,  tricuspid  regurgitation,  or  the 
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presence  of  vegetations  suggestive  of  endo- 
carditis. It  can  demonstrate  the  presence  of  left 
ventricular  hypertrophy,  and  can  be  used  in  the 
assessment  of  left  ventricular  function. 

Dr.  Jack  Newman:  Color  flow  Doppler 
echocardiography  is  currently  the  noninvasive 
procedure  of  choice  in  the  evaluation  of  pres- 
sure gradients  and  peak  blood  flow  across  the 
aortic  valve.  Through  the  use  of  the  modified 
Bernoulli  equation  (Pressure^  Pressure2  = 4 x 
Velocity2),  the  peak  pressure  gradient  across  a 
stenotic  valve  can  be  calculated. 

Peak  velocity  is  an  indication  of  the  peak 
instantaneous  pressure  gradient,  not  of  the 
peak-to-peak  nor  of  the  mean  gradient.  The 
peak-to-peak  gradient  can  only  be  derived  by 
cardiac  catheterization,  and  compares  peak  left 
ventricular  pressure  with  peak  aortic  pressure, 
which  often  do  not  occur  simultaneously.  Excel- 
lent correlation  has  been  shown  between  Dop- 
pler- and  catheterization-derived  measurements 
in  patients  with  AS. 

With  normal  left  ventricular  function,  a 
i mean  pressure  gradient  across  the  aortic  valve 
of  <30  mm  Hg  (peak  velocity  <3  m/s)  corre- 
sponds with  a peak  pressure  gradient  of  <36 
i mm  Hg  and  is  classified  as  nonsevere  AS.  When 
the  mean  pressure  gradient  is  >50  mm  Hg 
(peak  velocity  >4  m/sec  and  peak  gradient  >64 
mm  Hg),  AS  is  classified  as  severe. 

To  obtain  reliable  measurements  of  velocity 
across  the  aortic  valve  using  continuous  wave 
Doppler,  it  is  important  that  the  cursor  be 
parallel  to  the  aortic  stenotic  jet.  Otherwise, 
significant  underestimation  of  the  velocity,  and 
therefore  the  transvalvular  pressure  gradient, 
will  occur.  Usually  the  operator  moves  the 
cursor  in  different  planes,  and  at  the  point  in 
which  the  greatest  peak  flow  velocity  is  ob- 
tained, assumes  that  this  is  parallel  to  the  jet. 
Color  flow  Doppler  aids  this  process  by  allowing 
the  operator  to  visualize  the  jet  and  better  aim 
the  cursor. 

Dr.  Rahman:  Echocardiography  almost 
never  overestimates  the  severity  of  AS.  If  sig- 
nificant AS  is  present  by  Doppler  echocardi- 
ography, this  will  be  confirmed  at  catheterization 
or  surgery.  However,  as  Dr.  Newman  men- 


tioned, there  are  instances  when  the  jet  across 
the  valve  is  eccentric,  and  the  Doppler  interro- 
gation has  not  been  done  with  the  cursor  paral- 
lel to  thejet.  In  this  situation,  the  severity  of  AS 
is  underestimated  by  echocardiography.  If  the 
patient  has  severe  disease  clinically,  a cardiac 
catheterization  may  be  necessary  to  determine 
the  severity  of  the  stenosis. 

The  patient  discussed  today  had  a blood 
pressure  of  150/100.  Her  neck  veins  were  not 
distended.  She  had  a normal  carotid  upstroke, 
which  could  indicate  that  she  does  not  have 
clinically  significant  AS  or  may  be  a manifesta- 
tion of  atherosclerosis  of  the  carotids.  Her  lungs 
were  clear,  without  evidence  of  congestive  heart 
failure.  S,  was  normal,  and  S2  was  slightly 
diminished,  although  two  components  could 
still  be  heard.  There  was  no  S3  and  she  had  a 
prominent  S4.  She  had  a 3/6  systolic  ejection 
murmur  radiating  into  the  carotids  and  a high- 
pitched  apical  systolic  murmur,  probably  the 
same  as  that  heard  at  the  base.  A 2/6  diastolic 
decrescendo  murmur  was  heard  at  the  left 
sternal  border,  suggestive  of  aortic  insufficiency. 
There  was  no  hepatosplenomegaly,  although 
she  had  trace  edema. 

On  her  echocardiogram,  a significant 
amount  of  calcification  was  seen  in  the  mitral 
annulus,  but  there  was  no  mitral  stenosis.  The 
aortic  valve  leaflets  were  calcified,  and  leaflet 
motion  was  restricted.  The  aortic  valve  mean 
gradient  was  54  mm  Hg,  which  is  classified  as 
severe  AS.  Color  flow  Doppler  studies  also  indi- 
cated mitral  regurgitation.  Left  ventricular 
hypertrophy  was  present,  with  normal  contrac- 
tility. 

What  should  be  done  at  this  point? 

A physician:  I think  that  she  hashemody- 
namically  significant  AS,  and  I believe  that  she 
will  ultimately  undergo  cardiac  catheterization. 
What  was  her  potassium  level? 

Dr.  Rahman:  Her  potassium  normalized 
on  potassium  replacement  and  discontinuation 
of  diuretics. 

A physician:  She  might  have  two  reasons 
for  syncope:  AS  and  hypokalemia-induced 
arrhythmia. 
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Dr.  Rahman:  When  her  potassium  defi- 
ciency was  corrected,  the  patient  did  not  com- 
plain of  further  dizziness.  However,  she  had 
restricted  her  activities  after  fainting,  so  I am 
not  sure  of  the  significance  of  this.  Is  there  any 
problem  with  treating  hypertension  in  a pa- 
tient with  AS  and  syncope? 

A common  misconception  is  that  patients 
with  severe  AS  do  not  have  hypertension.  In 
fact,  these  patients  can  generate  a systolic 
blood  pressure  of  up  to  200  mm  Hg  and  may 
then  develop  a left  ventricular  systolic  pressure 
of  300  mm  Hg  trying  to  overcome  the  aortic 
valve  obstruction.  It  is  important  in  treating 
patients  with  AS  and  hypertension  to  avoid 
using  medications  which  could  depress  left  ven- 
tricular function,  such  as  beta  blockers  or  some 
calcium  channel  blockers.  Most  patients  with 
severe  AS  have  decreased  cardiac  output;  com- 
pensatory increased  systemic  vascular  resis- 
tance maintains  blood  pressure.  If  vascular 
resistance  is  lowered  with  medications  such  as 
angiotensin-convertingenzyme  inhibitors,  there 
can  be  a precipitous  drop  in  blood  pressure. 
Cardiac  output  will  not  increase  because  the  AS 
will  not  allow  flow  through  the  valve,  and  the 
patient  may  have  another  syncopal  episode. 
Thus  the  decision  was  made  not  to  treat  this 
patient’s  mild  hypertension. 

Natural  History  of  Aortic  Stenosis 

Before  the  advent  of  aortic  valve  replace- 
ments, few  studies  were  done  which  carefully 
looked  at  the  natural  history  of  untreated  AS. 
Approximately  15  percent  of  patients  w'ith  pre- 
vious symptoms  die  suddenly.  In  5 percent  of 
patients,  sudden  death  is  the  first  symptom.  In 
patients  who  have  had  syncope  and/or  angina 
secondary  to  AS,  the  mean  survival  is  three 
years.  If  dyspnea  is  the  primary  symptom, 
mean  survival  is  two  years.  When  congestive 
heart  failure  is  present,  indicative  of  compro- 
mise of  the  left  ventricle,  the  mean  survival  is 
one  to  two  years. 

In  patients  with  AS  and  congestive  heart 
failure  treated  medically,  seven-year  survival 
in  one  study  was  67  percent,  although  more 
recent  studies  indicate  that  this  figure  is  high. 
Seven-year  survival  of  similar  patients  after 
aortic  valve  replacement  was  84  percent,  a 


statistically  significant  difference.  In  patients 
greater  than  60  years  of  age  without  congestive 
heart  failure,  10-year  survival  with  medical 
therapy  was  56  percent,  70  percent  with  sur- 
gery. 

In  a recent  paper  from  the  Mayo  Clinic,  of 
50  patients  with  catheterization  or  echocardi- 
ographic  confirmation  of  severe  AS  who  were 
not  operated  upon  for  various  reasons,  one-year 
survival  was  57  percent  for  those  with  symp- 
toms; two-year  survival,  37  percent;  and  three- 
year  survival,  25  percent.  The  survival  for 
corresponding  age-  and  sex-matched  controls 
were  93  percent,  85  percent,  and  77  percent, 
which  demonstrates  the  severity  of  the 
untreated  disease. 

Treatment 

As  previously  mentioned,  with  medical 
therapy  the  prognosis  for  patients  with  severe 
AS  is  poor.  Other  options  include  aortic  valve 
replacement  and  balloon  valvuloplasty. 

I 

Dr.  Jack  Newman:  Although  balloon 
valvuloplasty  had  been  used  for  years  in  the 
treatment  of  children  and  young  adults  with 
congenital  AS,  it  was  not  until  1985  that  Cribier 
and  associates  described  the  successful  treat- 
ment of  three  elderly  patients  with  AS  with 
balloon  valvuloplasty.  Since  then,  there  have 
been  a number  of  trials  examining  the  role  of 
balloon  valvuloplasty  in  the  management  of 
AS.  As  of  last  year,  over  3000  such  procedures 
had  been  performed. 

Before  performing  valvuloplasty,  most  car- 
diologists obtain  baseline  pressures  and  car- 
diac output  measurements  in  the  catheterization 
lab.  The  balloon  is  usually  introduced  in  the 
femoral  artery  and  threaded  up  into  the  aortic 
valve.  Sometimes,  however,  when  severe  femo- 
ral or  aortic  arterial  disease  is  present,  it  is 
introduced  from  the  right  side  with  a transseptal 
approach. 

Often  a single  balloon  is  used;  however,  at 
times  two  smaller  balloons  are  used  with  the 
hope  of  producing  less  hemodynamic  deteriora-  ' 
tion  and  achieving  a better  flow  across  the 
valve.  The  balloon(s)  are  advanced  over  the 
guide  wire  across  the  valve  and  inflated  several 
times.  Each  inflation  usually  lasts  about  30  to 
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30  seconds,  depending  upon  the  patient’s  left 
ventricular  function,  hemodynamic  stability, 
and  sometimes,  upon  the  symptomatic  response 
to  inflation.  The  balloons  are  usually  maxi- 
mally inflated  to  exert  sufficient  dilating  force. 

After  inflation,  the  gradient  and  valve  area 
are  measured,  and  if  the  gradient  is  not  de- 
creased by  50  percent  (or  by  >40  mm  Hg),  the 
procedure  is  repeated  using  larger  balloons.  To 
avoid  aortic  rupture  or  damage,  the  size  of  the 
balloon  is  usually  limited  to  120  percent  of  the 
annular  ring  size. 

Valvuloplasty  relieves  AS  by  either  frac- 
ture of  calcific  plates  or  nodules  (most  com- 
monly in  senile  calcific  disease),  splitting  of 
fused  commissures  (rheumatic  aortic  stenosis), 
or  displacement  and  stretching  of  valve  cusps. 
Of  note,  almost  all  patients  treated  with  balloon 
valvuloplasty  experience  an  initial  improve- 
ment in  symptoms. 

The  procedure  is  usually  well  tolerated, 
although  balloon  valvuloplasty  can  result  in 
severe  hemodynamic  instability  in  patients  with 
poor  left  ventricular  function.  Vascular  compli- 
ications  secondary  to  insertion  of  large  balloons 
unto  the  femoral  arteries  also  occur.  Of  note,  10 
to  15  percent  of  patients  require  blood  transfu- 
sion after  the  procedure,  and  a small  percent- 
age of  patients  develop  acute  aortic  insuffi- 
ciency. 

A number  of  factors  contribute  to  the  de- 
creased left  ventricular  function  which  occurs 
during  inflation  of  the  balloon.  During  maxi- 
mum inflation  there  is  a transient  decrease  in 
coronary  perfusion  and  an  increase  in  left  ven- 
tricular afterload,  both  of  which  can  cause  de- 
creased cardiac  output. 

In-hospital  mortality  with  this  procedure  is 
approximately  7.5  percent  as  reported  by  the 
National  Heart,  Lung,  and  Blood  Institute  Reg- 
istry data.  In  comparison,  in-hospital  mortality 
with  elective  aortic  valve  replacement  ranges 
from  1.5  to  5 percent.  The  high  mortality  of 
balloon  valvuloplasty  probably  reflects  in  part 
the  fact  that  most  patients  in  whom  the  proce- 
dure is  performed  are  poor  candidates  for  open 
heart  surgery  because  of  their  overall  medical 
conditions.  The  risk  factors  for  in-hospital  mor- 
tality after  aortic  valvuloplasty  are  based  on 
complications  during  the  procedure  itself,  a low 


baseline  left  ventricular  function,  and  a low 
final  aortic  valve  area  with  low  final  cardiac 
output. 

One-year  survival  rate  is  approximately  75 
percent  in  patients  having  aortic  valvuloplasty, 
versus  83  percent  in  patients  receiving  aortic 
valve  replacement.  Of  major  concern,  there  is  a 
50  to  75  percent  restenosis  rate  after  only  six 
months,  and  an  80  percent  restenosis  rate  by 
two  years.  Approximately  9 percent  of  patients 
require  repeat  valvuloplasty,  and  9 to  18  per- 
cent require  aortic  valve  replacement.  How- 
ever, even  though  50  to  75  percent  restenose, 
one-half  of  these,  including  some  who  need  a 
second  procedure,  remain  symptom  free  after 
six  months. 

Thus,  balloon  valvuloplasty  for  AS  should 
be  viewed  as  a palliative  procedure  to  decrease 
symptoms  in  the  patient  who  is  not  a candidate 
for  aortic  valve  replacement  because  of  co- 
morbid  problems.  It  can  also  be  used  to  tempo- 
rarily improve  hemodynamic  function  in  pa- 
tients with  critical  AS  who  require  noncardiac 
surgery  or  as  a bridge  to  subsequent  aortic 
valve  replacement.  In  third-world  countries, 
where  aortic  valve  replacement  is  often  not 
economically  feasible,  the  procedure  is  used 
quite  frequently.  The  high  restenosis  rate,  how- 
ever, limits  its  usefulness  to  these  defined  ar- 
eas. Of  note,  the  presence  of  left  ventricular 
thrombus,  moderate  or  severe  aortic  insuffi- 
ciency, or  severe  ostial  narrowing  are 
contraindications  to  the  procedure. 

Dr.  Rahman:  An  aortic  valve  replacement 
was  recommended  to  the  patient  discussed  to- 
day. Mortality  after  this  operation  depends  in 
large  part  on  the  patient's  age.  In  patients  less 
than  50  years  of  age,  there  is  a 1.8  percent 
operative  mortality.  In  a study  of  approximately 
1100  patients  with  AS  or  aortic  insufficiency  in 
Circulation  in  1988,  in  patients  less  than  70, 
mortality  was  3 percent,  10  percent  in  patients 
over  the  age  of  70.  The  neurologic  event  rate 
was  also  high:  5.3  percent  for  those  over  70,  3.1 
percent  for  those  less  than  70. 

In  another  study  of  355  patients  in  their 
70s,  operative  mortality  was  10  percent,  with 
five-year  survival  (including  operative  mortal- 
ity) 71  percent.  This  does  not  differ  from  the 
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five-year  survival  of  patients  in  their  70s  in  the 
general  population,  some  of  whom  may  have 
ischemic  heart  disease,  cancer,  or  other  termi- 
nal illnesses. 

Several  studies  in  the  literature  have  ex- 
amined aortic  valve  replacement  in  octogenar- 
ians. Operative  mortality  has  been  reported  to 
range  from  6 percent  to  30  percent.  In  octoge- 
narians who  receive  medical  therapy  for  AS, 
the  mortality  is  even  higher,  with  one-year 
survival  only  50  percent. 

In  the  patient  presented  today,  prior  to 
recommending  surgery,  a complete  oncologic 
evaluation  was  performed  because  of  her  his- 
tory of  weight  loss  and  breast  cancer  in  the  past. 
This  failed  to  reveal  a recurrence.  Prior  to 
aortic  valve  replacement,  cardiac  catheteriza- 
tion was  also  recommended  to  look  for  coronary 
artery  disease. 

When  considering  simultaneous  coronary 
artery  bypass  grafting  and  aortic  valve  replace- 
ment, there  are  a number  of  issues  which  should 
be  addressed.  Although  bypass  surgery  might 
prevent  subsequent  coronary  events,  because 
of  the  prolongation  of  surgery,  there  is  a con- 
comitant increase  in  the  intraoperative  risk  of 
myocardial  damage.  The  relief  of  AS  alone  usu- 
ally reduces  ischemia  by  improving  coronary 
blood  flow  and  decreasing  left  ventricular 
afterload.  In  addition,  some  coronary  artery 
grafts  may  fail,  so  that,  after  several  years, 
patients  may  end  up  needing  repeat  bypass 
surgery. 

The  question  of  whether  or  not  to  perform 
simultaneous  coronai-y  artery  bypass  grafting 
has  been  well  studied  in  the  literature.  Most 
articles  demonstrate  that  patients  with  known 
coronary  artery  disease  (CAD)  who  undergo 
aortic  valve  replacement  for  AS  have  increased 
operative  mortality  and  decreased  long-term 
survival  in  comparison  to  similar  patients  with- 
out CAD.  When  these  patients  undergo  simul- 
taneous coronary  artery  bypass  grafting  and 
aortic  valve  replacement,  their  operative  mor- 
tality improves,  and  their  long-term  prognosis, 
although  not  as  good  as  those  without  CAD, 
improves  as  well.  In  a recent  study,  122  pa- 
tients with  only  AS  had  an  operative  mortality 
of  4.1  percent  after  aortic  valve  replacement. 
Fifty-five  patients  with  both  AS  and  CAD  who 


underwent  aortic  valve  replacement  and  coro- 
nary artery  bypass  grafting  had  a similar  op- 
erative mortality  of  3.6  percent.  However,  in  28 
patients  with  AS  and  CAD  who  underwent  only 
aortic  valve  replacement,  operative  mortality 
was  18  percent.  In  another  study,  at  10-year 
followup,  patients  with  no  CAD  who  underwent 
aortic  valve  replacement  for  either  AS  or  aortic 
insufficiency  had  a 77  percent  survival  rate.  If 
CAD  was  present,  there  was  a 41  percent  sur- 
vival rate  if  they  had  undergone  both  aortic 
valve  replacement  and  coronary  artery  bypass 
grafting,  and  a 26  percent  survival  rate  if  they 
had  had  only  aortic  valve  replacement. 

In  the  patient  discussed  today,  cardiac 
catheterization  revealed  an  aortic  valve  peak 
gradient  of  74  mm  Hg.  There  was  no  CAD. 

What  are  the  considerations  when  choosing 
which  kind  of  aortic  valve  --  metal  versus 
bioprosthetic  — to  put  in?  Bioprosthetic  valves 
develop  calcification  and  degeneration,  and 
approximately  30  percent  need  to  be  replaced 
within  five  to  10  years.  On  the  other  hand, 
patients  with  bioprosthetic  aortic  valve  replace- 
ments do  not  require  anticoagulation.  Thus, 
bioprosthetic  valves  are  commonly  recom- 
mended to  most  elderly  patients  or  to  patients 
in  whom  the  use  of  anticoagulation  is 
contraindicated.  This  patient  received  a 
bioprosthetic  valve,  since  she  lived  alone,  and 
there  was  concern  on  her  part  and  that  of  her 
daughter,  about  her  being  on  long-term 
coumadin. 

QUESTIONS 

I 

A physician:  Why  not  use  only  noninvasive 
data  when  evaluating  these  patients  for  coro-  \ 
nary  artery  disease? 

Dr. Rahman:  In  patients  with  severe  AS,  heavy 
exertion,  such  as  that  generated  by  a stress 
test,  can  result  in  syncope.  However,  if  they 
have  never  had  syncope  before,  it  is  unlikely  i 
that  a stress  test  will  produce  it.  Some  cardiolo- 
gists suggest  that  these  patients  be  evaluated 
with  stress  thallium  scans.  If  the  stress  thal- 
lium is  negative,  no  further  workup  for  coro- 
nary artery  disease  is  done.  In  children,  coro- 
nary angiography  is  never  performed,  and  at 


436 


Del  Med  Jrl,  July  1992,  Vol  64,  No  7 


Grand  Rounds 


some  institutions  patients  in  their  40s  may  not 
have  a catheterization.  However,  when  patients 
are  at  an  age  in  which  coronary  artery  disease 
is  common,  most  surgeons  want  coronary 
angiography  prior  to  surgery. 

A physician:  Since  the  operative  mortality 
seems  to  jump  at  age  80,  do  you  ever  recom- 
mend aortic  valve  replacement  for  patients  in 
their  70s  whose  gradient  is  not  quite  critical? 

Dr.  Rahman:  That  is  a good  thought.  The  data 
on  aortic  valve  replacement  in  octogenarians 
has  just  come  out  in  the  past  three  to  four  years, 
so  that  serious  consideration  for  recommending 
surgery  to  patients  in  their  70s  with  borderline 
indications  has  probably  not  occurred.  This 
would  mean  that  the  life  of  the  valve  replaced 
would  be  longer  and  might  change  the  recom- 
mendations about  type  of  valve.  Also,  the  longer 
the  patient  has  a prosthetic  or  bioprosthetic 
valve,  the  greater  the  likelihood  of  complica- 
tions. 

A physician:  In  view  of  the  fact  that  so  many 
|e  elderly  patients  have  aortic  flow  murmurs,  how 
do  you  determine  which  of  these  need  further 
c evaluation? 

Dr.  Rahman:  First,  if  the  patient  is  not  a 
surgical  candidate,  I would  do  no  further  evalu- 
ation. If  the  patient  is  a surgical  candidate,  I 
evaluate  the  patient  clinically,  looking  for  the 
character  of  the  carotid  pulse,  the  presence  of  a 
left  ventricular  heave,  the  intensity  of  S2  and 
left  ventricular  hypertrophy  on  EKG. 

A physician:  You  would  wait  until  clinical 
findings  beyond  the  murmur  appear  before 
obtaining  an  echocardiogram? 

Dr.  Rahman:  In  the  elderly,  I would.  As  I 
mentioned  previously,  younger  patients  can 
have  critical  AS  without  significant  clinical 
findings.  Echocardiography  should  be  performed 
early  in  these  patients. 

A physician:  In  the  preoperative  evaluation  of 
patients  with  aortic  murmurs,  wouldn’t  the 
concern  about  whether  or  not  hemodynamic 


compromise  is  present  cause  you  to  evaluate 
the  patient  further? 

Dr.  Rahman:  The  Goldman  criteria  lists  AS  as 
one  of  the  risk  factors  in  patients  undergoing 
elective  surgery.  In  his  study,  of  23  patients 
with  AS,  17  percent  had  significant  complica- 
tions during  general  anesthesia.  However,  in  a 
recent  paper  from  the  Mayo  Clinic,  of  22  pa- 
tients with  critical  AS  (peak  gradients  of  76  mm 
Hg)  who  underwent  general  anesthesia,  only 
five  had  complications  which  in  all  cases  con- 
sisted of  transient  hypotension.  This  suggests 
that  if  the  diagnosis  of  AS  is  known,  with 
careful  attention  to  volume  status  and  to  the 
type  of  anesthetic  used,  patients  may  be  able  to 
tolerate  elective  surgery/general  surgery  bet- 
ter than  previously  thought.  The  role  of  balloon 
valvuloplasty  prior  to  surgery  in  patients  with 
critical  AS  is  unclear,  but  may  be  an  option  to 
consider. 

A physician:  What  about  Bjork-Shiley  aortic 

valves? 

Dr.  Rahman:  The  Bjork-Shiley  valve  is  a pros- 
thetic aortic  valve  which  is  not  made  anymore. 
Certain  types  of  Bjork-Shilley  valves  have  been 
recalled  because  of  the  sudden  development  of 
structural  problems  with  the  valve  which  have 
resulted  in  aortic  regurgitation  and  even  death. 
Currently,  replacement  of  these  valves  is  not 
recommended.  Patients  should  be  advised  that 
if  they  have  increasing  dyspnea,  dizziness,  syn- 
cope, or  pre-syncope,  they  should  immediately 
go  to  the  Emergency  Room  and  inform  the 
examining  physicians  that  they  have  one  of 
these  valves.  The  risk  is  low,  but  when  sudden 
valve  failure  occurs,  it  is  catastrophic. 

A physician:  How  would  you  manage  a preg- 
nant patient  with  a history  of  rheumatic  fever 
who  has  signs  of  AS? 

Dr.  Rahman:  The  patient  should  first  be  evalu- 
ated with  an  echocardiogram.  If  the  AS  is  criti- 
cal, aortic  valve  replacement  should  be  consid- 
ered, as  it  has  been  safely  performed  in  preg- 
nant patients.  It  is  important  to  know  how  far 
along  the  pregnancy  is.  Valvuloplasty  subjects 
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the  patient  to  a significant  amount  of  radiation 
exposure. 

A physician:  Do  you  wait  until  the  patient  is 
clinically  symptomatic  to  replace  the  valve? 

Dr.  Rahman:  Since  the  prognosis  is  bad  after 
symptoms  develop,  valve  replacement  is  recom- 
mended when  critical  AS  is  identified,  even 
when  the  patient  is  asymptomatic.  Several  re- 
cent studies  now  show  that  patients  with  AS 
and  sudden  death  had  unrecognized  premoni- 
tory symptoms.  Some  physicians  carefully  de- 
scribe to  asymptomatic  patients  possible  symp- 
toms and  follow  them  very  carefully,  replacing 
the  valve  when  symptoms  appear.  This  is  a 
controversial  area,  however. 
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Rheumatic  Fever:  A Case  Report 
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ABSTRACT 

The  case  of  a previously  healthy  nine-year-old 
female  who  presented  with  a two-week  history 
of  fever  and  five  days  of  joint  pain  is  discussed. 
She  was  admitted  to  the  hospital,  where  the 
diagnosis  of  acute  rheumatic  fever  was  made. 
Although  this  diagnosis  is  made  infrequently,  it 
should  be  part  of  the  differential  diagnosis  of 
i persistent  fever  in  patients  presenting  to  the 
Emergency  Department. 

! INTRODUCTION 

The  incidence  of  acute  rheumatic  fever  has 
sharply  declined  from  epidemic  status  50  years 
ago  to  the  present  when  outbreaks  are  rela- 
tively rare.  Present-day  physicians  may  never 
see  a case  of  acute  rheumatic  fever  in  their 
training  years.1  However,  there  have  been  sev- 
eral outbreaks  across  the  United  States  in  the 
past  five  years  which  have  merited  attention. 
In  1987  and  1988,  there  were  two  outbreaks 
among  military  trainees  in  San  Diego2  and 
Missouri,3  as  well  as  26  cases  among  school 
children  in  Tennessee.4 

Presented  here  is  a case  of  a nine-year-old 
girl  who  presented  to  the  Wilmington  Hospital 
in  January  1992  with  symptoms  caused  by 
acute  rheumatic  fever. 

Dr.  Denick  is  a third-year  resident  in  Emergency  Medicine 
at  The  Medical  Center  of  Delaware. 

Emergency  Medicine  Forum  editors:  Steve  Gaskin,  M.D; 
Neil  Jasani,  M.D.;  Ross  Megargel,  D O.;  Robert  O’Connor, 
M.D. 


CASE  REPORT 

A 9-year-old  black  female  presented  to  the 
Wilmington  Hospital  Emergency  Department 
(ED)  on  the  day  of  admission  with  a chief 
complaint  of  fever,  joint  pain  and  refusal  to 
walk.  She  had  a history  of  asthma,  but  took  no 
medication,  and  had  been  well  until  two  weeks 
prior,  when  she  developed  a fever  of  38.3  C (101 
F)  and  “generalized  malaise.”  Nine  days  prior  to 
admission,  she  was  seen  in  the  ED  with  a chief 
complaint  of  fever  and  nonproductive  cough. 
Physical  exam  at  that  time  was  remarkable  for 
a temperature  of  39.7  C (103.5  F).  In  addition, 
her  left  tympanic  membrane  was  erythematous 
and  her  pharynx  was  noted  to  be  “slightly 
erythematous  without  exudates.”  She  was  de- 
scribed to  be  active  and  in  no  apparent  distress. 
The  diagnosis  of  an  upper  respiratory  infection 
with  a left  otitis  media  was  made.  The  patient 
was  senthome  with  a prescription  for  amoxicillin 
and  Tylenol. 

She  returned  to  the  Emergency  Depart- 
ment six  days  later  (three  days  prior  to  her 
admission)  for  increasing  ear  pain  as  well  as 
joint  pain  in  her  elbows,  shoulders  and  knees. 
She  had  vomited  several  times  and  had  devel- 
oped a cough  productive  of  yellow  and  white 
sputum.  At  this  visit,  her  vital  signs  were  tem- 
perature 39.3  C (102.7  F),  pulse  120,  respira- 
tions 28,  and  blood  pressure  100/70.  In  general 
she  was  dyspneic  and  apathetic.  Her  physical 
exam  showed  a bulging  right  tympanic  mem- 
brane and  her  throat  was  mildly  erythematous. 
Her  lungs  were  noted  to  have  rhonchi  bilater- 
ally, occasional  wheezes  and  rales  anteriorly  on 
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the  right.  Extremities  at  that  time  were  noted 
to  have  full  range  of  motion,  with  pain  on 
motion  of  all  joints.  No  mention  was  made  of 
any  joint  swelling.  She  received  one  Albuterol 
treatment,  a phenergan  suppository  and  a dose 
of  ibuprofen.  Labs  which  were  drawn  were 
remarkable  for  a WBC  of  16,200  with  71  percent 
neutrophils,  1 percent  band  forms  and  19  per- 
cent lymphocytes.  Urinalysis  showed  a specific 
gravity  of  1.033,  2+  protein,  ketones  and  20  to 
30  white  cells  per  HPF  as  well  as  5-10  squamous 
epithelial  cells.  Chest  radiograph  showed  no 
infiltrate. 

Arrangements  were  made  for  the  child  to 
follow  up  in  pediatrics  clinic  the  following  morn- 
ing, and  she  was  sent  home  with  a prescription 
for  Pediazole  for  her  otitis  media.  She  failed  to 
keepher  appointmentand  presented  three  days 
later,  on  the  day  of  her  admission,  with  further 
progression  of  her  symptoms  and  refusal  to 
walk.  She  had  also  developed  seven  to  eight 
watery  stools  per  day,  and  her  urine  output  had 
decreased  significantly  accordingto  her  mother. 

On  physical  exam- she  had  a temperature  of 
38.8  C (101.8  F),  pulse  of  116,  respirations  were 
16  and  her  blood  pressure  was  120/70.  In  gen- 
eral she  was  age  appropriate  with  an  intermit- 
tent cough,  and  she  was  reluctant  to  be  dis- 
turbed. She  had  the  odor  of  ketones  on  her 
breath.  Mucous  membranes  were  dry  although 
her  pharynx  had  no  erythema  or  exudates. 
Cardiac  exam  was  noted  to  be  tachycardic  with- 
out a murmur,  rub  or  gallop.  Lungs  had  clear 
and  equal  breath  sounds.  Her  extremities  were 
remarkable  for  no  localized  joint  tenderness  in 
her  upper  extremities  and  no  erythema  but 
pain  on  motion.  Her  lower  extremities  showed 
bilateral  1+  nonpitting  edema  of  the  feet  and 
ankles.  There  was  tenderness  to  palpation  of 
both  ankles  and  knees  and  pain  with  passive 
range  of  motion.  No  erythema  was  noted.  Neu- 
rological exam  was  unremarkable  except  for 
refusal  to  walk. 

Laboratory  evaluation  showed  Na+  135,  IU 
5.7,  Cl  94,  HCO  3 22,  BUN  8,  Cr  0.7,  glucose  87. 
WBC  23,100  with  85  percent  neutrophils,  4 
percent  bands  and  7 percent  lymphocytes. 
Sickle  screen  was  positive,  Creatinine  Kinase 
was  94  and  sedimentation  rate  was  125.  Uri- 
nalysis was  remarkable  for  a specific  gravity  of 
1.021,  1+  protein,  glucose  negative,  ketones 


positive,  5-10  WBC,  0-5  squamous  cells.  EKG 
showed  a sinus  tachycardia  with  normal  axis 
and  intervals  and  was  otherwise  unremarkable. 

She  was  admitted  to  the  hospital  with  a 
diagnosis  of  fever  of  unknown  origin  and  to  rule 
out  rheumatic  fever,  sickle  cell  disease  with 
painful  crisis,  Lyme  disease  and  collagen  vas- 
cular disease.  She  was  started  on  Bactrim  for  a 
presumed  urinary  tract  infection.  Over  the 
next  several  days  she  was  given  IV  hydration 
and  laboratory  studies  were  sent.  Her  ASO  titer 
returned  elevated  at  1:250,  and  the  diagnosis  of 
acute  rheumatic  fever  was  made.  She  was 
switched  to  penicillin  and  aspirin,  and  over  the 
next  several  days  her  joint  swelling  and  fever 
resolved.  She  was  discharged  from  the  hospital 
on  day  number  seven  pain-free  with  the  diagno- 
sis of  rheumatic  fever  and  sickle  cell  trait. 
Subsequent  lab  results  have  shown  a positive 
anti-DNase  B,  negative  anti-hyaluronidase  as 
well  as  a negative  ANA  and  rheumatoid  factor. 
Cultures  of  throat  and  blood  were  negative  and 
her  urine  culture  grew  5000  mixed  gram  posi- 
tive organisms. 

She  received  a 10-day  course  of  penicillin 
and  then  was  begun  on  a monthly  dose  of  IM 
penicillin  for  prophylaxis.  She  also  received  two 
months  of  aspirin  therapy  and  was  doing  “well” 
at  a recent  clinic  visit  and  has  remained 
asymptomatic. 

DISCUSSION 

Rheumatic  fever  is  a delayed  inflammatory 
disease  which  occurs  secondary  to  a pharyngeal 
infection  with  group  A streptococci.  It  is  most 
common  between  the  ages  of  5 and  15  but  can 
occur  at  any  age.  It  can  produce  a wide  variety 
of  clinical  manifestations  including  polyarthri- 
tis. chorea,  erythema  marginatum,  subcutane- 
ous nodules  and  its  most  serious  consequence, 
carditis  (Table  1).  The  attack  rate  is  approxi- 
mately three  percent  for  untreated  or  inad- 
equately treated  infections. 

The  diagnosis  is  made  if  either  two  major  or 
one  major  and  two  minor  of  the  revised  Jones 
criteria5  are  present  with  evidence  of  recent 
group  A streptococcal  infection  as  confirmed  by 
an  elevated  ASO  titer,  a positive  anti-hyalu- 
ronidase antibody,  or  anti-DNase  B. 
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Maior 

Minor 

Carditis 

Fever 

Polyarthritis 

Arthralgia 

Chorea 

Previous  Rheumatic  Fever 

Erythema  Marginatum 

Elevated  ESR 

Subcutaneous  Nodules 

Prolonged  PR  interval 

Table  1.  Revised  Jones  criteria  for  acute 
rheumatic  fever. 

CONCLUSION 

Although  rheumatic  fever  is  only  occasion- 
ally seen  today,  isolated  cases  and  outbreaks  do 
occur.  A case  of  acute  rheumatic  fever  which 
was  missed  on  initial  presentation  has  been 
discussed.  Rheumatic  fever  should  be  part  of 
the  differentia]  diagnosis  of  persistent  fever  in 
patients  who  present  to  the  Emergency  Depart- 
ment. 


The  course  of  rheumatic  fever  varies  widely; 
most  attacks  subside  within  six  weeks.  Once 
more  than  two  months  has  elapsed  from  cessa- 
tion of  treatment,  rheumatic  fever  does  not 
recur  without  reinfection.  Patients  who  de- 
velop rheumatic  carditis  do  so  within  the  first 
week  of  the  disease  and  almost  all  who  develop 
evidence  ofsignificant  cardiac  involvement  will 
do  so  within  six  months. 

There  is  no  specific  cure  for  rheumatic 
fever.  Treatment  is  aimed  at  eliminating  group 
A streptococci  with  a therapeutic  course  of 
penicillin  and  prevention  of  reinfection  with 
■ prophylaxis.  The  inflammation  is  treated  with 
salicylates  or  corticosteroids. 
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SCIENTIFIC  ARTICLE 


Standards  of  Medical  Care 
for  Patients  with  Diabetes  Mellitus 


ABSTRACT 

Each  year  the  American  Diabetes  Association 

I publishes  its  compendium  of  Standards  of  Care 
as  a supplement  to  Diabetes  Care.  This  supple- 
ment describes  in  great  detail  what  should  be 
expected  of  physicians  and  other  health  profes- 
sionals caring  for  patients  with  diabetes.  The 
entire  supplement  includes  such  things  as 
,!  ophthalmologic  exams,  podiatric  exams,  nutri- 
tional assessment,  etc.  The  following  paper  is 
the  “Standards  of  Medical  Care  for  Patients 
with  Diabetes  Mellitus.  ”As  can  be  gleaned  from 
reading  the  article,  it  is  what  the  ADA  expects 
I of  primary  care  physicians  when  a patient  with 
diabetes  comes  to  their  office.  As  can  be  seen 
from  the  first  paragraph,  far  from  being  the 
highest  standard  of  care,  the  American  Diabe- 
tes Association  panel  of  experts  considers  this 
the  minimum  medical  care  for  patients  with 
diabetes  mellitus.  The  Diabetes  and  Metabolic 
Diseases  Center  of  the  Medical  Center  of  Dela- 
ware adheres  to  these  guidelines  and  imple- 
ments them  in  our  day-to-day  practice.  They  are 
submitted  to  the  Delaware  Medical  Journal  for 
your  reference  and  to  lay  the  groundwork  for 
consistency  among  all  physicians  in  the  state  of 
Delaware  caring  for  patients  with  diabetes 
mellitus. 


G.  Stephen  DeCherney,  M.D. 

Reprinted  with  permission  from  Diabetes  Care  15 
(suppl.2):10-13,  1992.  Copyright  (c)  1992  by  the  American 
Diabetes  Association,  Inc. 


Diabetes  is  a chronic  illness  that  requires  con- 
tinuing medical  care  and  education  to  prevent 
acute  complications  and  to  reduce  the  risk  of 
long-term  complications.  People  with  diabetes 
should  receive  their  treatment  and  care  from 
physicians  with  expertise  and  a special  interest 
in  diabetes.  The  following  standards  define 
basic  (minimum)  medical  care  for  people  with 
diabetes.  These  standards  are  not  intended  to 
preclude  more  extensive  evaluation  and  man- 
agement of  the  patient.  For  more  detailed  infor- 
mation refer  to  Physician’s  Guide  to  Insulin- 
Dependent  (Type  1)  Diabetes:  Diagnosis  and 
Treatment  and  Physician’s  Guide  to  Non-Insu- 
lin-Dependent (Type  II)  Diabetes:  Diagnosis 
and  Treatment. 

INITIAL,  VISIT 

Medical  History 

The  comprehensive  medical  history  can  un- 
cover symptoms  that  will  help  establish  the 
diagnosis  in  the  patient  with  previously  unrec- 
ognized diabetes.  If  the  diagnosis  of  diabetes 
has  already  been  made,  the  history  should 
confirm  the  diagnosis,  review  the  previous  treat- 
ment, help  evaluate  the  present  degree  of 
glycemic  control,  determine  the  presence  or 
absence  of  the  chronic  complications  of  diabe- 
tes, assist  in  formulating  a management  plan, 
and  provide  a basis  for  continuing  care.  Ele- 
ments of  the  medical  history  of  particular  con- 
cern in  patients  with  diabetes  include: 

• Symptoms  and  laboratory  test  results 
related  to  the  diagnosis  of  diabetes 
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• Dietary  habits,  nutritional  status,  and 
weight  history;  growth  and  develop- 
ment in  children 

• Details  of  previous  treatment  programs, 
including  diabetes  education 

• Current  treatment  of  diabetes,  includ- 
ing medications,  diet,  and  results  of 
glucose  monitoring 

• Exercise  history 

• Frequency,  severity,  and  cause  of  acute 
complications  such  as  ketoacidosis  and 
hypoglycemia 

• Prior  or  current  infections,  particularly 
skin,  foot,  dental,  and  genitourinary 

• Symptoms  and  treatment  of  chronic 
complications  associated  with  diabetes: 
eye,  heart,  kidney,  nerve,  sexual  func- 
tion, peripheral  vascular,  and  cerebral 
vascular 

• Other  medications  that  may  affect  blood 
glucose  concentration 

• Risk  factors  for  atherosclerosis:  smok- 
ing, hypertension,  obesity,  hyper- 
lipidemia,and  family  history 

• Psychosocial  and  economic  factors  that 
might  influence  the  management  of  dia- 
betes 

• Family  history  of  diabetes  and  other 
endocrine  disorders 

• Gestational  history:  hyperglycemia,  de- 
livery of  an  infant  weighing  >9  lb,  tox- 
emia, stillbirth,  polyhydramnios,  or 
other  complications  of  pregnancy 

Physical  Examination 

A complete  physical  examination  should  be 
performed  during  the  initial  evaluation.  Indi- 
viduals with  diabetes  are  at  high  risk  of  devel- 
oping eye,  kidney,  nerve,  cardiac,  and  vascular 
complications.  Patients  with  type  I (insulin- 
dependent)  diabetes  also  have  an  increased 
frequency  of  thyroid  disease,  and  all  individu- 
als with  diabetes  are  at  increased  risk  of  infec- 
tions. Children  may  have  delayed  growth  and 
maturation.  Therefore,  certain  aspects  of  the 
physical  examination  require  special  attention. 
These  include: 

• Height  and  weight  measurement  (and 
comparison  to  norms  in  children) 

• Sexual  maturation  staging 

• Blood  pressure  determination  (with  or- 
thostatic measurements) 


• Ophthalmoscopic  examination,  if  pos- 
sible with  dilation 

• Thyroid  palpation 

• Cardiac  examination 

• Evaluation  of  pulses  (with  ausculta- 
tion) 

• Foot  examination 

• Skin  examination  (including  insulin- 
injection  sites) 

• Neurological  examination 

• Dental  and  periodontal  examination 

The  examiner  should  also  be  alert  for  signs 

of  diseases  that  can  cause  secondary  diabetes, 
(e.g.,  hemochromatosis,  pancreatic  disease,  and 
endocrine  disorders,  such  as  acromegaly  and 
Cushing’s  syndrome). 

Laboratory  Evaluation 

Each  patient  should  undergo  laboratory 
tests  that  are  appropriate  to  the  evaluation  of 
the  individual’s  general  medical  condition.  In 
addition,  certain  tests  should  be  obtained  to 
establish  the  diagnosis  of  diabetes,  determine 
the  degree  of  glycemic  control,  and  define  asso- 
ciated complications  and  risk  factors.  These 
include: 

• Fasting  plasma  glucose:  a random 
plasma  glucose  may  be  obtained  in  an 
undiagnosed  symptomatic  patient  for 
diagnostic  purposes 

• Glycosylated  hemoglobin  (HbA)  or 
HbA.  ) 

lc 

• Fasting  lipid  profile:  total  cholesterol, 
high-density  lipoprotein  (HDL)  choles- 
terol, low-density  lipoprotein  (LDL)  cho- 
lesterol, and  triglycerides 

• Serum  creatinine  in  adults  or  if 
proteinuria  is  present 

• Urinalysis:  ketones,  glucose,  protein, 
microscopic  if  indicated;  after  five  years 
of  diabetes  or  after  puberty,  total  uri- 
nary protein  excretion  should  be  mea- 
sured by  a microalbuminuria  method  if 
available 

• Urine  culture:  if  microscopic  is  abnor- 
mal or  symptoms  are  present 

• Thyroid  function  tests  (T4  or  thyroid- 
stimulating  hormone) 

• ECG  (in  adults) 
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Management  Plan 

The  management  plan  should  be  formu- 
lated  as  an  individualized  therapeutic  alliance 
between  the  patient/family,  the  physician,  and 
other  members  of  the  healthcare  team  (e.g., 
RN,  RD)  to  achieve  the  desired  level  of  diabetes 
control.  Consideration  must  be  given  to  the  age 
of  the  patient,  school  or  work  schedules  and 
conditions,  physical  activity,  eating  habits,  so- 
cial situation  and  personality,  and  presence  of 
complications  of  diabetes  or  other  medical  con- 
ditions. 

Implementation  of  the  management  plan 
requires  that  each  aspect  be  understood  by  the 
patient  and  the  care  provider  and  that  the  goals 
and  means  be  considered  realistic.  Instructions 
and  plans  should  be  reinforced  by  providing 
written  material  appropriate  to  the  patient/ 
family  educational  level.  The  management  plan 
should  include: 

• Statement  of  goals 

• Medications:  insulin,  oral  glucose-low- 
ering agents,  antihypertensive,  lipid- 
lowering agents,  or  other  medications 
as  needed 

• Individualized  nutrition  recommenda- 
tions and  instructions,  preferably  by  a 
dietitian 

• Recommendations  for  lifestyle  changes 
(e.g.,  exercise,  smoking  cessation) 

• Patient  and  family  education:  assess- 
ment of  knowledge  and  understanding 
of  diabetes  and  diabetes  management 
skills;  plan  for  education  consistent  with 
the  National  Standards  for  Diabetes 
Patient  Education  of  the  American  Dia- 
betes Association 

• Monitoring  instructions:  self-monitor- 
ing of  blood  and/or  urine  glucose,  urine 
ketones,  and  use  of  a record  system 

• Referral  to  an  eye  doctor  for  a compre- 
hensive eye  and  visual  examination:  all 
patients  aged  12  to  30  years  with  a 
diagnosis  of  diabetes  of  at  least  five 
years’  duration  or  over  age  30  years  at 
time  of  diagnosis  or  any  patient  with 
visual  symptoms  and/or  abnormalities 

• Consultation  for  specialized  services  as 
indicated 

• Agreement  on  ongoing  support  and  fol- 
low-up: return  appointment  and  when 


and  how  to  contact  the  physician  or 
other  members  of  the  healthcare  team 
for  problem  solving  and  crisis  manage- 
ment 

• For  women  of  childbearing  age:  discus- 
sion of  contraception  and  review  of  pro- 
gram of  diabetes  care  before  and  during 
pregnancy 

CONTINUING  CARE 

A continuing-care  plan  is  an  essential  feature 
in  the  management  plan  of  every  patient  with 
diabetes.  At  each  visit,  the  patient’s  progress  in 
achieving  treatment  goals  should  be  evaluated, 
and  problems  that  have  occurred  should  be 
reviewed.  If  goals  are  not  being  met,  both  the 
goals  and  the  treatment  plan  need  to  be  reas- 
sessed. 

Visit  Frequency 

The  frequency  of  patient  visits  depends  on 
the  type  of  diabetes,  degree  of  blood  glucose 
control  achieved,  changes  in  the  treatment  regi- 
men, and  presence  of  complications  of  diabetes 
or  other  medical  conditions 

Patients  starting  insulin  or  having  a major 
change  in  their  insulin  program  may  need  to  be 
in  contact  with  their  care  provider  as  often  as 
daily  until  glucose  control  is  achieved,  the  risk 
of  hypoglycemia  is  low,  and  the  patient  is  com- 
petent to  conduct  the  treatment  program.  Some 
patients  may  require  hospitalization  for  initia- 
tion or  change  of  therapy.  Contact  with  the 
patient  after  a major  modification  of  the  treat- 
ment plan  should  not  be  delayed  for  more  than 
one  week. 

Patients  beginning  treatment  by  diet  or 
oral  glucose-lowering  agents  may  need  to  be 
contacted  weekly  until  reasonable  glucose  con- 
trol is  achieved  and  the  patient  is  competent  to 
conduct  the  treatment  program.  Contact  with 
these  patients  after  a major  modification  of  the 
treatment  plan  should  be  no  more  than  one 
month  later. 

Regular  visits  should  be  scheduled  for  insu- 
lin-treated patients  at  least  quarterly  and  for 
other  patients  at  least  semiannually.  All  pa- 
tients must  be  taught  some  method  of  monitor- 
ing glycemic  control.  In  both  insulin-treated 
patients  and  noninsulin-treated  patients  with 
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poor  metabolic  control,  this  should  be  blood 
glucose  testing;  in  other  patients,  blood  glucose 
testing  may  be  useful.  Patients  must  be  taught 
to  recognize  problems  with  their  glucose  con- 
trol and  to  report  problems  to  the  healthcare 
team.  They  also  should  be  taught  to  recognize 
early  signs  and  symptoms  of  acute  and  chronic 
complications  and  to  report  these  promptly. 

ELEMENTS  OF  CONTINUING  CARE 

Medical  History 

An  interim  history  should  assess  1)  fre- 
quency, causes,  and  severity  of  hypoglycemia 
or  hyperglycemia;  2)  results  of  regular  glucose 
monitoring;  3)  adjustments  by  the  patient  of  the 
therapeutic  regimen;  4)  problems  with  adher- 
ence; 5)  symptoms  suggesting  development  of 
the  complications  of  diabetes;  6)  psychosocial 
status;  7)  other  medical  illnesses;  and  8)  cur- 
rent medications. 

Physical  Exam 

A comprehensive  physical  examination 
should  be  performed  annually.  A complete  eye 
and  visual  examination  by  an  eye  doctor  should 
be  performed  at  least  annually  in  all  patients 
older  than  30  and  in  patients  between  12  and  30 
years  of  age  with  a diagnosis  of  diabetes  of  at 
least  five  years'  duration. 

At  every  regular  visit,  the  following  should 
be  measured:  height  (until  maturity),  weight, 
sexual  maturation  in  adolescents,  and  blood 
pressure.  Portions  of  the  physical  examination 
that  were  found  to  be  abnormal  on  previous 
visits  should  be  repeated.  The  feet  should  be 
examined  routinely.  The  examination  should 
also  be  extended  to  include  areas  indicated  by 
the  interim  history. 

Laboratory 

A glycosylated  hemoglobin  determination 
should  be  performed  at  least  semiannually  in 
all  patients  and  preferably  quarterly  in  insulin- 
treated  patients  and  in  noninsulin-treated  pa- 
tients with  poor  metabolic  control.  A fasting 
plasma  glucose  test  may  be  useful  to  judge 
glycemic  control  in  patients  with  type  II 
(noninsulin-dependent)  diabetes.  The  value  ob- 
tained from  a random  plasma  glucose  test  may 
be  useful  for  comparison  with  the  value  ob- 
tained simultaneously  by  the  patient  using  his 


or  her  own  monitoring  systems. 

Triglycerides,  total  cholesterol,  and  HDL 
cholesterol  should  be  tested  annually  in  adults 
and  every  two  years  in  children 

Routine  urinalysis  should  be  performed 
yearly.  After  a five-year  duration  of  diabetes  or 
after  puberty,  total  urinary  protein  excretion 
should  be  measured  yearly  by  a micro- 
albuminuria method,  if  possible.  If  proteinuria 
is  detected,  serum  creatinine  or  urea  nitrogen 
concentrations  should  be  measured  and  glo- 
merular filtration  assessed. 

Management  Plan 

The  plan  should  be  reviewed  at  each  regu- 
lar visit  to  determine  progress  in  meeting  goals 
and  to  identify  problems.  This  review  should 
include  nutritional  evaluation  and  weight  con- 
trol, the  exercise  regimen,  the  control  of  blood 
glucose  and  desired  lipid  levels,  frequency  of 
hypoglycemia,  adherence  to  all  aspects  of  self- 
care,  assessment  of  complications,  follow-up  of 
referrals,  and  psychological  adjustment.  In  ad- 
dition, knowledge  of  diabetes  and  self-manage- 
ment skills  should  be  reassessed  at  least  annu- 
ally. 

INTERCURRENT  ILLNESS 

The  stress  of  illness  frequently  aggravates  the 
hyperglycemia  of  diabetes,  and  during  such 
illness,  blood  glucose  and  urine  ketones  should 
be  monitored  frequently.  Marked  hyperglycemia 
requires  temporary  adjustment  of  the  treat- 
ment program;  the  patient  treated  with  oral 
hypoglycemic  agents  or  diet  alone  may  tempo- 
rarily require  insulin.  Infection  or  dehydration 
is  more  likely  to  necessitate  hospitalization  in 
the  person  with  diabetes  than  in  the  person 
without  diabetes.  If  possible,  the  hospitalized 
patient  should  be  treated  by  a physician  with 
expertise  in  the  management  of  diabetes. 

SPECIAL  CONSIDERATIONS 

Diabetic  Ketoacidosis  and 
Hyperosmolar  Coma 

These  conditions  represent  decompensa- 
tion in  diabetic  control  and  require  immediate 
treatment.  Depending  on  the  severity  of  the 
illness  and  available  resources,  treatment  can 
be  undertaken  in  the  physician’s  office,  emer- 
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gency  room,  hospital  room,  or  medical  inten- 
sive-care unit.  Recurrence  demands  a detailed 
psychosocial  and  educational  evaluation  by  a 
diabetes  specialist. 

Severe  or  Frequent  Hypoglycemia 

The  occurrence  of  severe,  frequent,  or  un- 
explained episodes  of  hypoglycemia  requires 
evaluation  of  both  the  management  plan  and  its 
execution  by  the  patient  and  may  indicate  a 
need  to  revise  the  plan  or  reeducate  the  patient. 
The  accomplishment  of  these  goals  generally 
requires  more  frequent  patient  visits  during 
adjustment  of  the  treatment  program. 

Pregnancy 

To  reduce  the  risk  of  fetal  malformations 
and  maternal  and  fetal  complications,  preg- 
nant women  and  women  planning  pregnancy 
require  excellent  blood  glucose  control.  These 
women  need  to  be  seen  by  a physician  fre- 
quently, must  be  trained  in  self-monitoring  of 
blood  glucose,  and  may  require  specialized  labo- 
ratory and  diagnostic  tests.  Consultation  with 
an  obstetrician  and  medical  specialist  in  diabe- 
tes is  indicated  before  pregnancy. 

Hypertension 

Hypertension  contributes  to  the  develop- 
ment and  progression  of  chronic  complications 
of  diabetes.  Hypertension  should  be  treated 
aggressively  to  achieve  and  maintain  blood 
pressure  in  the  normal  range.  The  selection  of 
an  antihypertensive  drug  should  be  individual- 
ized to  minimize  the  number  and  severity  of 
side  effects.  For  example,  beta-blockers  should 
be  used  with  caution  in  insulin-treated  indi- 
viduals because  these  drugs  may  mask  early 
symptoms  of  hypoglycemia  and  prolong  recov- 
ery from  hypoglycemia. 

Retinopathy 

Diabetic  retinopathy  or  other  visual  abnor- 
malities require  care  by  an  ophthalmologist 
experienced  in  the  management  of  people  with 
diabetes. 

Nephropathy 

The  patient  with  abnormal  renal  function 
(proteinuria  or  elevated  serum  creatinine)  re- 


quires heightened  attention  and  control  of  other 
risk  factors  (e.g.,  hypertension,  smoking)  and 
requires  consultation  with  a specialist  in  dia- 
betic renal  disease. 

Cardiovascular  Disease 

Patients  with  cardiovascular  risk  factors 
should  be  carefully  monitored.  Evidence  of  car- 
diovascular disease,  such  as  angina,  decreased 
pulses,  and  ECG  abnormalities,  requires  ef- 
forts aimed  at  correction  of  contributing  risk 
factors  (e.g.,  obesity,  smoking,  hypertension, 
sedentary  life  style,  hyperlipidemia,  poorly  regu- 
lated diabetes)  in  addition  to  specific  treatment 
of  the  cardiovascular  problem. 

Neuropathy 

Diabetic  neuropathy  may  result  in  painful 
paresthesias,  muscle  weakness,  and  loss  of  sen- 
sation. Autonomic  involvement  can  affect  the 
function  of  various  organ  systems  (gastrointes- 
tinal, cardiovascular,  genitourinary)  and  may 
require  consultation  with  an  appropriate  medi- 
cal specialist. 

Foot  Care 

Problems  involving  the  feet  may  require 
care  by  a podiatrist  or  other  medical  profes- 
sional experienced  in  the  management  of  people 
with  diabetes.  Patients  with  evidence  of  sen- 
sory neuropathy  should  be  educated  about  the 
risk  and  prevention  of  foot  problems. 

Children  and  Adolescents 

Children  and  adolescents  with  diabetes, 
especially  preschoolers  and  teenagers,  should 
be  managed  in  consultation  with  a physician 
who  has  expertise  in  treating  children  with 
diabetes. 
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"Mom's  the  one  with  Alzheimer's, 
but  we're  the  ones  who  feel  helpless." 

How  often  do  you  have  to  tell  her  what  day  it  is?  How  often 
does  she  forget  her  name?  Or  where  she  is?  Or  who  you  are? 

We  understand  the  anguish  that  caring  for  someone  with 
Alzheimer's  can  put  you  through.  That's  why  we  developed 
our  Arcadia  Wing,  a special  part  of  our  nursing  center  just  for 
people  with  Alzheimer's  and  related  disorders. 

In  this  safe,  uncomplicated  environment,  your  motherwill 
receive  the  24-hour  care  she  needs.  And  she'll  take  part  in  a 
vigorous  daily  schedule  of  activities  designed  to  maintain 
awareness, encourage  mdependence,and  ease  the  trauma  of 
confusion. 

We  will  also  extend  our  care  to  you,  with  family  support 
groups  and  counseling  sessions  to  make  this  difficult  time  a 
little  easier  for  everyone. 

For  more  information  on  our  new  Arcadia  Wing,  plus  a 
free  copy  of  When  Lave  Gets  Tough,  a wonderful  book  about 
the  nursing  care  decision,  call.  And  find  out  how  we're 
helping  people  feel  less  helpless  about  Alzheimer's  Disease. 
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WILMINGTON,  DELAWARE  19803 
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Monday  - Friday 
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738  - 3800 
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The  patient  is  a 54-year-old  woman  who  consulted  her  physician  for  an 
unrelated  illness.  During  the  course  of  her  workup,  there  was  an 
incidental  finding  of  a renal  mass.  She  was  referred  for  further 
definition  of  the  nature  of  this  mass. 

What  is  your  diagnosis? 
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Sections  through  AML  with  CT  cursors  (Nos.  1,  2,  3)  indicating  tissue  attenuation 
coefficients  in  the  range  of  fat.  Note  corresponding  attenuation  numbers  in  lower 
right  hand  corner. 


Diagnosis:  Renal  Angiomyolipoma 

Renal  angiomyolipoma  (AML)  is  a benign  neo- 
plasm composed  of  vascular,  smooth  muscle, 
and  fatty  elements.  While  approximately  20 
percent  of  these  tumors  occur  in  patients  with 
tuberous  sclerosis,  the  majority  are  present  in 
patients  who  have  no  associated  condition  and 
are  generally  otherwise  normal.  Over  90  per- 
cent of  AML  unassociated  with  tuberous  sclero- 
sis are  unilateral  and  the  majority  occur  in 
women  over  40  years  of  age.  AML  associated 
with  tuberous  sclerosis  tends  to  be  multiple  and 
bilateral  with  no  sex  predilection.  The  lesions 
in  this  patient  population  tend  to  be  discovered 
earlier  in  life  because  they  are  looked  for. 

Gross  pathologic  and  histologic  features  of 
AML  vary  with  the  relative  proportion  of  the 
elements  of  the  lesion  present.  However,  it  is 
the  adipose  tissue  that  typically  permits  a con- 
fident diagnosis  of  AML  radiologically,  because 
fat,  especially  when  present  in  abundance,  may 
produce  a characteristic  appearance  on  ultra- 
sound, CT,  or  MRI. 


In  patients  without  tuberous  sclerosis,  these 
lesions  are  most  frequently  discovered  inciden- 
tally on  ultrasound  or  CT  performed  for  unre- 
lated abdominal  signs  or  symptoms,  though 
they  may  on  occasion  be  identified  when  the 
kidneys  are  imaged  in  a patient  with  hematuria, 
renal  mass  or  evidence  of  perii'enal  hemor- 
rhage. 

Ultrasound  typically  shows  AML  to  be 
hyperechoic,  especially  when  a large  amount  of 
fat  is  present.  Intense  echogenicity  of  a renal 
mass  on  ultrasound  strongly  suggests  but  does 
not  establish  the  diagnosis  of  AML.  The  CT 
diagnosis  of  AML  depends  upon  the  demonstra- 
tion of  fat  within  the  lesion,  and  identification 
of  fat  in  a renal  mass  in  an  adult  essentially 
establishes  the  diagnosis.  When  lesser  amounts 
of  fat  are  present,  careful  evaluation  of  the  scan 
is  necessary  and  high-resolution  thin  sections 
through  the  mass  may  be  required  for  detection 
of  this  tissue.  MRI  is  presently  seldom  used  in 
the  diagnosis  of  AML,  but  may  present  a char- 
acteristic appearance  when  larger  amounts  of 
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fat  are  present.  Angiography  is  rarely  used 
currently  for  diagnosis.  While  the  vascular 
abnormalities  of  AML  may  be  suggestive,  con- 
fusion with  the  angiographic  findings  in  renal 
cell  carcinoma  may  occur,  thus  limiting  the 
diagnostic  utility  of  this  invasive  modality. 

The  diagnosis  of  AML  can  usually  be  estab- 
lished by  current  imaging  techniques  without 
the  need  for  surgery.  Asymptomatic  patients 
may  require  no  treatment,  though  this  is  con- 
troversial. The  major  risk  of  AML  is  bleeding, 
which  can  be  massive  and  repeated.  Treatment 
is  generally  surgical  with  an  attempt  to  selec- 
tively remove  the  lesion  while  sparing  the  re- 
maining renal  parenchyma  when  possible.  Per- 
cutaneous transcatheter  embolization  can  be 
utilized  to  treat  bleeding  in  selected  patients. 


In  our  patient,  an  earlier  outside  CT  showed 
a “complex  cystic  mass  suspect  for  carcinoma.” 
However,  further  evaluation  with  thin  sections 
and  a high-resolution  algorithm  allowed  us  to 
conclude  that  the  lesion  was  an  AML,  thus 
giving  the  surgeon  and  the  patient  the  confi- 
dence of  a benign  diagnosis  and  the  opportunity 
for  the  surgeon  to  plan  preoperatively  a selec- 
tive removal  of  the  lesion  rather  than  a 
nephrectomy. 
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of  a dedicated  staff  of  professionals. 
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BRANDYWINE  IMAGING  CENTER,  L.P. 


A Diagnostic  Imaging  Center 

for  Women 

A women's  diagnostic  imaging  center,  combining  state-of-the-art 
technology  with  personalized  attention  and  instruction. 

Our  professional  staff  includes  a specialist  in  diagnostic  imaging  for 
high  risk  obstetrical  management. 

L ow'dose  state-of-the-art  film  screen  Mammography 
OB/gyn  Ultrasound 
Os  teo poros  is  s cree  ning 

Breast  aspiration  of  solid  and  cystic  masses  under  ultrasonic  guidance 
Educational  videotapes  and  models 
Instruction  in  breast  self-examination 
Separate  and  private  suites  for  testing 

Brandywine  Imaging  Center  also  provides  General  Radiology  and 
Ultrasound  services  in  an  adjacent  suite. 

RADIOLOGY  CONSULTANTS: 

Rita  Gottesman,  M.D.  - Medical  Director  Christine  Dietrich,  M.D. 

HOURS: 

Monday  to  Thursday  - 8am  - 6pm  • Friday  - 8am  - 5pm  • Saturday  - By  appointment 


BRANDYWINE 


IMAGING 


CENTER,  L.P. 


701  Foulk  Road,  Suite  El  • Foulk  Plaza  • 

( 502)  654-5300 


Wilmington,  DE  19803 


Accredited  By  the  American  College  of  Radiology 


NEW  MEMBERS 


As  a service  to  our  readers,  the  members  of  the 
Medical  Society  of  Delaware,  the  Delaware 
Medical  Journal  periodically  provides  a listing 
of  new  members  to  each  of  the  state’s  three 
counties.  Each  entry  provides  the  following 
information,  as  available:  name,  date  and  place 
of  birth,  medical  school,  specialty,  and  office 
address  and  phone  number.  Those  members 
who  do  not  yet  have  an  office  address  or  phone 
number  may  be  contacted  through  the  Medical 
Society  offices. 
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University  of  Tennessee  - 1971 
Family  Medicine  (1988) 
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Richard  S.  Kingsley,  M.D. 

4/7/61  - Pasadena,  CA 
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825  Washington  Street 
Wilmington  19801 
655-7110 
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John  F.  Madden,  M.D. 

12/12/52  - New  York  City 
St.  George’s  University  - 1981 
Emergency  Medicine  (1988) 

Wilmington  Hospital,  P.0.  Box  1668 

Wilmington  19899 

733-1700 

Melinda  S.  Randall,  M.D. 

1/8/59  - Boston,  MA 

Mt.  Sinai  School  of  Medicine  - 1986 

Anesthesiology  (1991) 

Christiana  Hospital,  P.O.  Box  6001 

Newark  19718 

733-2670 

John  B.  Rose,  M.D. 

5/23/54 

University  of  Pennsylvania  - 1980 
Anesthesiology  ( 1987) 

A. I.  DuPont  Institute,  P.O.  Box  269 

Wilmington  19899 

651-5357 

Richard  J.  Wilder,  M.D. 

6/9/44  - Ontario,  Canada 
Queen’s  University  - 1969 
Occupational  Medicine 
DuPont  Company  (Conoco) 

Affiliate  Members 

Maria  Alaimo,  M.D. 

9/9/57  - Alhambra,  CA 
Jefferson  Medical  College  - 1989 
Family  Medicine 

Family  Medicine  Ctr.,  1401  Foulk  Road 

Wilmington  19803 

477-3300 

Susan  Livesay,  M.D. 

12/10/58  - Lehighton,  PA 
Jefferson  Medical  College  - 1989 
Family  Medicine 

Family  Medicine  Ctr.,  1401  Foulk  Road 

Wilmington  19803 

477-3300 

Ashfaque  G.  Muhammad,  M.D. 

1/15/65  - Pakistan 

Sind  Medical  College  (1990) 

Nuclear  Medicine 

VA  Medical  Ctr.,  1601  Kirkwood  Highway 

Wilmington  19805 

994-2511 


Scott  J.  Schaeffer,  M.D. 

7/5/57  - Natrona  Heights,  PA 
Jefferson  Medical  College  - 1985 
Family  Medicine 

Family  Medicine  Ctr.,  1401  Foulk  Road 

Wilmington  19803 

477-3300 

Edward  A.  Trott,  M.D. 

4/6/61  - Bermuda 

Jefferson  Medical  College  - 1990 

OB/GYN 

Christiana  Hospital,  P.O.  Box  6001 
Newark,  DE  19718 

733- 1900 

Kent  County  Medical  Society 

Mark  S.  Borer,  M.D. 

10/17/54  - Kenmore,  NY 

State  University  of  New  York,  Buffalo  School  of 
Medicine  and  Biomedical  Science  - 1980 
Psychiatry  ( 1985) 

Child  and  Adolescent  Psychiatry  ( 1986) 

846  Walker  Road,  Suite  322 

Dover  1990 1 

674-2265 

Daniel  N.  Coar,  M.D. 

4/24/60  - Delaware 
Jefferson  Medical  College  - 1982 
Internal  Medicine  (1981)  - Nephrology 
29  Gooden  Avenue 
Dover  19901 

734- 3227 

Joseph  Paul  Matus,  D.O. 

4/20/58  - Philadelphia,  PA 

University  of  New  England  College  of  Osteopathic 
Medicine  - 1987 
Family  Practice  ( 1990) 

870  S.  Governors  Avenue 
Dover  19901 
674-8088 

'Julia  Marie  Reddy  Pillsbury,  D.O. 

2/28/52  - Philadelphia,  PA 

Philadelphia  College  of  Osteopathic  Medicine  - 1981 
Pediatrics 

942  Walker  Road,  Suite  A 

Dover  19901 

678-8333 
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When  You’re  Sick  and  Don’t  Know  Why  -- 
Coping  with  Your  Undiagnosed  Illness, 

Linda  Hanner,  with  John  Witek,  M.D.  and 
RobertClift,  Ph.D.,  DCI  Publishing,  Minneapo- 
lis, MN,  1991,  242  pp,  $9.95. 

This  book  was  written  by  a layperson  for  lay- 
people  with  the  help  of  her  neurologist  and 
clinical  psychologist.  The  author  says  she  be- 
came aware  of  the  need  for  this  book  during  her 
six-year  struggle  with  a problem  eventually 
diagnosed  as  Lyme  disease.  Her  book  is  an 
effort  to  give  other  struggling  undiagnosed  pa- 
tients a guide  through  the  medical  maze,  to 
offer  comfort,  hope,  and  practical  advice.  She 
says  that  chronic  undiagnosed  illnesses  are 
frightening,  painful,  unpredictable,  and  depress- 
ing; that  even  though  the  pain  is  strikingly  real , 
there  is  always  the  underlying  suspicion  of  both 
physicians  and  friends  that  the  cause  is  psycho- 
logical because  exhaustive  studies  do  not  show 
an  organic  cause.  In  such  situations,  she  says, 
the  patient  triggers  in  the  physician  a sense  of 
failure,  and,  in  defense,  the  physician  often 
subconsciously  discounts  the  patient’s  story.  A 
mutual  animosity  develops  in  which  the  patient 
becomes  increasingly  desperate  and  angry,  and 
the  physician  increasingly  defensive  and  un- 
heeding. The  patient  becomes  burdened  with 
guilt,  anger,  and  despair. 

Ms.  Hanner  then  outlines  specific  strate- 
gies for  getting  the  maximum  help  from  physi- 
cians andfor  minimizing  the  distress  that  comes 
from  misunderstandings.  She  says  that  pa- 
tients must  insist  on  seeing  their  records  to 


correct  misstatements  and  misunderstandings 
which  are  passed  on  from  physician  to  physi- 
cian via  referrals;  she  says  that  the  patient 
must  keep  trying  until  she  finds  a physician 
who  will  listen  to  her,  believe  in  her,  and  give 
her  understanding  and  faith  and  hope  - espe- 
cially hope.  It  is  hope  of  an  ultimate  solution 
which  will  keep  a patient  going. 

She  concludes  with  a list  of  names  and 
addresses  of  support  groups,  of  good  pain  treat- 
ment centers,  and  of  suggested  background 
reading. 

Primary  care  physicians  should  be  familiar 
with  this  practical  book  to  which  to  refer  their 
challenging,  difficult-to-diagnose,  despairing 
patients.  Or  better  yet,  they  may  want  to  have 
a copy  on  their  desks  to  lend  to  those  patients  to 
give  them  hope. 

David  Platt,  M.D. 


The  Prostate  Book,  Stephen  N.  Rous,  M.D., 
W.W.  Norton  & Co.,  N.Y.,  1992  edition,  250  pp, 
$22.95. 

This  is  a relatively  short,  easy-to-read  book, 
written  by  a professor  of  urology  at  Dartmouth 
Medical  School,  intended  for  the  millions  of 
men  who  have  or  soon  will  have  problems 
referable  to  their  prostate.  I say  “intended” 
because  the  book  is  complete  enough  to  serve 
the  needs  of  most  physicians.  The  author  goes 
into  detail  in  explaining  pathophysiology,  diag- 
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nosis,  treatment  and  such  things  as  what  the 
patient  can  expect  in  the  office,  the  hospital  or 
elsewhere.  The  tone  is  low-key  and  reassuring. 

Although  Dr.  Rous  makes  a very  decided 
effort  to  write  at  the  layman’s  level  of  under- 
standing, there  are  still  some  pretty  sophisti- 
cated medical  words  that  creep  in  — words  like 
hematuria,  trigone,  retropubic,  hypoeehoic, 
orchiectomy,  ploidy  and  antiandrogen,  to  name 
a few.  To  some  extent  this  is  remedied  by  a 15- 
page  glossary  of  terms,  but  flipping  pages  back 
and  forth  must  interrupt  the  train  of  thought  of 
the  average  patient,  even  a college  graduate. 
Moreover,  throughout  the  book  he  uses  the 
metric  system,  and  I wonder  how  many  people 
can  visualize  a 2-cm  incision,  a 50-gram  gland, 
or  urine  flow  of  10  milliliters  per  second. 

The  book  probably  reflects  the  thinking  and 
the  approach  to  prostate  problems  of  nearly  all 
highly  qualified  and  competent  urologists,  and 
since  these  are  the  doctors  who  will  be  caring 


Office  to  Share 

Fully  furnished  office 
space  available  to 
share  in  North 
Wilmington 

Call  302/478-7160 


for  most  of  the  prostate  patients,  it  is  appropri- 
ate that  the  average  man  understand  this  point 
of  view.  The  view  expressed  seems  to  have  a 
surgical  bias,  of  course,  reflecting  the  surgical 
experience  of  urologists.  It  tends  to  dismiss 
nonsurgical  approaches  for  a variety  of  rea- 
sons, and  to  get  downright  disparaging  about 
radiation  therapy  (e.g.,  “It  is  doubtful  if  radia- 
tion therapy  will  cure  a patient  who  has  lymph 
node  involvement”  and  “...  about  50  percent 
become  permanently  impotent”).  This  overlooks 
the  fact  that  surgery  doesn’t  do  much  better.  He 
doesn’t  seem  to  realize  that  we  each  see  the 
other’s  failures. 

The  Prostate  Book,  on  the  whole,  is  well 
written,  clear,  logical  and  reliable,  and  your 
patients  with  prostate  problems  will  find  it 
reassuring  and  a good  source  of  information.  I 
feel  you  can  recommend  it  to  them  with  confi-  i 
dence. 

E.  Wayne  Martz,  M.D. 


FOR  RENT 


2323  PENNSYLVANIA  AVENUE 
WILMINGTON,  DE  19806 

Centrally  located 
88  parking  spaces 
100%  owner-occupied 
Handicap  access  (elevator) 
Utilities  included 
Approximately  1,000  sq.  ft. 
Available  for  inspection  - 
call  655-4510 
Immediate  occupancy 
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Primary  Care  Physicians 


I believe  that  this  country  could  achieve  re- 
markable things  if  we  only  agreed  and  were 
determined  to  make  the  changes  needed.  If  we 
were  really  serious  about  sports  injuries,  we 
could  change  the  rules,  the  penalties  and  the 
officiating,  and  greatly  reduce  them.  If  we  were 
serious  about  drunken  driving,  we  could  im- 
pound cars  instead  of  suspending  licenses.  If  we 
were  really  serious  about  speeding,  we  could 
saturate  the  highways  with  radar  and  cameras 
and  stop  it.  In  all  cases,  some  would  consider  the 
i cure  worse  than  the  disease,  but  we  could  do  it. 

(The  healthcare  field  is  replete  with  such 
challenging  problems,  one  of  which  is  a per- 
ceived shortage  of  primary  care  physicians.  If 
k we  were  really  serious  about  increasing  the 
number  of  practicing  primary  care  physicians, 
we  could  do  it.  There  would  be  problems  with 
the  solutions,  but  it  could  be  done. 

Most  communities  or  regions  that  have  a 
serious  lack  of  primary  care  physicians  and  are 
intent  on  doing  something  about  it  turn  to 
recruiting  measures,  but  these  are  not  a real 
solution.  They  are  temporary  at  best,  if  they 
work  at  all.  The  available  pool  is  finite  and  fixed. 
When  the  pie  is  divided,  a bigger  piece  for  one 
area  is  a smaller  piece  for  another.  The  only  real 
solution  is  to  enlarge  the  pool.  To  do  that  re- 
quires: 1)  more  doctors  entering  primary  care 
specialties,  and  2)  fewer  doctors  leaving.  Atten- 
tion must  be  given  to  both  sides  of  the  equation. 

The  decision  of  whether  or  not  to  enter  a 
primary  care  specialty  is  made  in  medical  school, 
and  the  logical  way  to  change  the  outcome  is  to 
make  the  medical  school  responsible.  Most  edu- 
cational institutions  insist  on  deciding  their 
own  policies  and  directions,  and  medical  schools 


are  no  exception.  It  is  very  difficult  to  make 
them  change  direction,  but  there  are  at  least 
two  things  that  get  their  attention:  research 
money  and  guaranteed  student  loan  funds.  I 
suggest  that  acceptance  of  public  funds  should 
carry  the  obligation  to  serve  the  public  need.  At 
present,  the  public  need  is  not  for  more  sophis- 
ticated technologic  advances,  but  to  make  the 
present  state  of  the  art  available  to  all.  There- 
fore, allocation  of  research  funds  to  medical 
schools  should  take  into  consideration  the  pro- 
portion of  their  graduates  going  into  family 
practice,  general  internal  medicine  and  general 
pediatrics.  The  more  graduates  choosing  pri- 
mary care,  the  more  research  funds.  In  addi- 
tion, the  availability  of  federally  guaranteed 
loan  funds,  the  time  to  start  payback  and  the 
possibility  of  loan  forgiveness  all  should  be  re- 
lated to  specialty  choice.  If  specialty  choice 
changes,  these  factors  should  change  accord- 
ingly. Finally,  as  research  funds  are  cut  back, 
the  government  should  make  available  to  the 
schools  generous  development  and  support  funds 
for  their  primary  care  departments. 

If  the  medical  schools  are  to  fulfill  their  new 
role  of  providing  doctors  for  practice,  they  will 
have  to  select  applicants  more  carefully  for  their 
affinity  for  practice.  Perhaps  they  need  to  put 
pressure  on  testing  organizations  (e.g.,  MCATs) 
to  develop  more  sophisticated  and  discriminat- 
ing psychologic  and  other  tests  to  predict  suit- 
ability for  practice.  They  will  have  to  reward 
primary  care  faculty  who  are  outstanding  teach- 
ers and  charismatic  clinicians,  who  will  serve  as 
role  models,  attracting  students  to  their  fields. 
They  will  have  to  make  their  primary  care 
residencies  the  most  exciting  and  fun  experi- 
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ences  they  can,  both  in  their  own  hospitals  and 
their  affiliated  hospitals,  showing  personal  in- 
terest in  their  graduates  and  helping  them  get 
positions  in  the  best  groups,  clinics  and  pri- 
mary care  practices. 

We  shouldn't  expect  all  medical  schools  to 
change  overnight.  Changes  would  have  to  be 
implemented  slowly,  and  the  most  prestigious 
schools  might  never  change,  but  the  message 
should  be  sent. 

In  terms  of  retaining  doctors  in  primary 
care  practices,  it  is  clear  that  the  practice  has  to 
be  enjoyable,  fulfilling,  rewarding  and  satisfy- 
ing. In  order  to  accomplish  that,  one  must  look 
at  the  reasons  so  many  doctors  leave  primary 
care  practices  after  seven  to  20  years.  Surveys 
of  these  doctors  reveal  the  following  as  some  of 
the  major  reasons: 

1)  The  hours  are  too  long.  No  time  for 
family  or  recreation. 

2)  The  constant  hassle  — phone,  paper- 
work, forms,  taxes,  lawyers  — in  other 
words,  the  business  side  of  the  practice. 

3)  The  practice  tends  to  be  monotonous, 
repetitious  and  stultifyi ng,  creati ng  tine 
possibility  of  overlooking  significant  pa- 
thology. 

4)  It  is  difficult  to  keep  up  with  medical 
progress.  This  can  be  alarming  to  a 
conscientious  doctor,  as  it  could  lead  to 
malpractice  claims. 

5)  Professional  isolation  is  a problem  in 
some  states. 

6)  From  the  doctor,  and  especially  from 
the  spouse,  we  hear  that  their  commu- 
nity is  small  and  not  very  exciting. 

7)  Lack  of  prestige.  “If  patients  think  they 
have  something  really  serious  they  drive 
right  by  my  door  to  see  a specialist  40 
miles  away.” 

8)  “Notappreciated.  ’’“Taken  forgranted.” 
Patient  demands  and  the  inconsiderate 
behavior  of  a few  patients. 

9)  The  monetary  rewards  are  marginal 
and  “make  me  feel  like  a failure  com- 
pared to  my  (procedure-oriented)  col- 
leagues who  make  twice  as  much  with 
half  the  work.” 

If  we  know  the  problems,  we  should  be  able 
to  work  out  solutions.  Good  group  practices  can 


overcome  many  of  these  difficulties,  such  as 
those  cited  as  reasons  1,  2,  4 and  5.  If  the  group 
is  large  enough,  it  should  be  able  to  arrange 
generous  vacation  and/or  CME  time.  If  the  area 
is  sparsely  settled,  it  is  sometimes  possible  to 
have  it  served  by  a small  satellite  office,  with 
the  main  office  in  a larger  community  some 
miles  away.  Duty  in  the  satellite  office  can  be 
rotated  at  intervals,  such  as  monthly  or  quar- 
terly. If  the  quality  of  care  is  good  and  there  is 
a commitment  to  teaching,  large  regional  teach- 
ing hospitals  often  will  send  residents  or  stu-  i 
dents  to  work  in  these  facilities.  Their  biggest 
problem  is  usually  housing  for  the  residents/ 
students  and  their  families. 

Delaware  has  a number  of  hospital-based 
practice  groups;  for  example,  Beebe,  and  the 
clinic/emergency  facility  at  Kent  General,  and 
to  some  extent  Nanticoke.  The  state  could  act  as 
guarantor  of  low-interest  bank  loans  to  doctors 
entering  practice  in  specified  underserved  ar- 
eas or  could  provide  the  facility  and  cover  a 
portion  of  the  personnel  costs  for  clinical  and/or 
administrative  staff.  In  these  state  facilities 
they  might  provide  professional  assistance  for 
the  physicians,  either  as  physician  assistants 
or  nurse  practitioners.  Support  should  be  , 
proportional  to  the  volume  of  indigent  and 
Medicaid  patients  seen.  Later,  if  experience 
justifies,  they  could  provide  low-cost  housing 
for  students  and/or  residents. 

Other  ways  the  state  could  help  would  be 
repayment  of  educational  loans  for  primary 
care  physicians  who  come  to  work  in  these 
facilities.  Perhaps  20  to  25  percent  of  the  total 
indebtedness  could  be  paid  each  year. 

Other  roles  for  the  federal  government 
might  be  to  encourage  young  physicians  to 
enter  practice  after  three  years  of  residency 
and  to  discourage  long  procedure-oriented  resi- 
dencies and  fellowships.  This  might  be  done  by 
stopping  Medicare/Medicaid  reimbursement  of 
hospitals  for  resident  salaries  beyond  the  third 
year  and  requiring  residents  to  start  paying 
back  loans  at  the  same  time.  There  should  be  no 
fellowship  support  by  the  Feds  - research, 
teaching  or  clinical. 

The  federal  government  originally  in te nded 
the  RBRVS  system  to  increase  the  reward  sys- 
tem for  primary  care  physicians,  bringing  it 


466 


Del  Med  Jrl , July  1992,  Vol  64,  No  7 


Editorials 


Dre  in  line  with  other  specialties,  but  the 
iginal  intent  got  diverted  and  watered  down 
Dng  the  way.  It  might  be  worth  another  try. 

These  things  might  not  change  the  picture 
ernight,  but  over  a period  of  five  to  10  years 
ould  make  a definite  improvement  in  the 
imber  of  primary  care  physicians. 

E.  Wayne  Martz,  M.D. 

Editor 


he  Preexisting  Condition 

ealth  insurance  companies  have  long  offered 
surance  policies  to  society  which  usually  con- 
in  a clause  excluding  any  “preexisting  condi- 
Dns”  from  being  covered  under  the  patient’s 
ilicy.  In  some  cases,  the  insurance  company 
stricts  the  preexisting  condition  throughout 
ie  patient’s  participation  with  that  plan.  In 
ie  case  of  companies  such  as  Delaware  Blue 
ross/Blue  Shield,  the  preexisting  condition  is 
it  covered  for  a period  of  12  months  after 
irolling  with  that  plan.  Principal  Healthcare 

IIMO  does  not  exclude  preexisting  conditions 
om  immediate  coverage.  Several  pieces  of 
igislation  have  recently  been  introduced  into 
ie  state  legislature  which  include  clauses  to 
revent  preexisting  conditions  from  being  cov- 
"ed  and  continue  to  perpetuate  what  I believe 
an  irrational  exclusion  of  a patient’s  healthcare 
enefits. 


Preexisting  conditions  clauses  have  been 
identified  as  one  of  the  leading  deficits  in  our 
current  health  insurance  nightmare.  It  is  an 
aspect  of  health  insurance  policies  that  affects 
all  levels  of  society,  including  the  middle  and 
upper  class.  Frequently,  a middle-  or  upper- 
level  executive  of  a major  corporation  cannot 
accept  a job  transfer  or  a job  change  to  a new 
corporation  due  to  a preexisting  medical  condi- 
tion which  may  afflict  one  of  his  family  mem- 
bers. If  he  proceeds  to  accept  a new  position 
which  may  offer  an  advancement  in  his  career, 
his  spouse’s  medical  ailment  will  not  be  covered 
and  this  can  frequently  result  in  a significant 
financial  hardship. 

It  is  time  that  the  state  legislature  of  Dela- 
ware and  the  insurance  commissioner  inform 
companies  offering  fye^lth  insurance  policies  in 
our  state  that  preexisting  Condition  clauses 
cannot  be  included  in  the  contracts.  This  would 
place  all  health  insurance  companies  on  an 
even  playing  field.  Currently,  most  insurance 
companies  feel  the  need  to  include  a preexisting 
condition  clause  due  to  the  presence  of  this 
clause  in  policies  of  the  other  health  insurers  of 
the  region.  On  a bigger  scale,  it  is  time  that  the 
preexisting  condition  clause  be  eliminated  na- 
tionally to  accommodate  the  more  mobile  soci- 
ety in  which  we  live  today.  It  is  our  responsibil- 
ity as  physicians  to  represent  our  patients’ 
interests  and  address  these  concerns  on  a state 
and  national  level. 

Leo  W.  Raisis,  M.D. 


Stephen  V.  Rapposelli,  PT,  CSCS,  and  Jennifer  A.  Rapposelli,  PT 


PHYSICAL  THERAPY 


. at  Hockassln 


Specialists  in  Orthopedic  and  Neurologic  Rehabilitation 
720  Yorklyn  Road,  Suite  110,  Hockessin,  DE  19707,  (302)  234-2288 
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New  chiefs  of  staff,  medical  staff  committee 
chairpersons,  clinical  department  heads  and 
other  medical  staff  leaders 


You  need  the  skills  of 
an  arbitrator,  facilitator, 
manager,  negotiator, 
problemsolver  and  peacemaker. 


And  here's  where  to  gain  them. 


Interactions  Medical  Staff  Leadership  Program 

October  2-3,  1 992 
Downtown  Chicago  Marriott 
Chicago,  Illinois 

During  this  expanded  two-day  program,  you'll  enhance  the  skills 
you  need  to  successfully  merge  your  clinical  role  with  your  medical 
staff  leadership  responsibilities. 

An  essential  resource  for  new  medical  staff  leaders,  this  program 
covers  critical  areas:  credentialing,  medical  staff  bylaws 
development,  outcomes  management,  negotiation,  group 
communications,  conflict  resolution,  meeting  effectiveness, 
parliamentary  procedure  and  peer  review. 

Cost  for  members  of  the  American  Medical  Association  is  $495 
and  $595  for  nonmembers.  You  can  receive  a $100  early-bird 
discount  by  registering  before  August  1 . Discounts  are  also 
available  for  groups  of  three  or  more  registrants  from  the  same 
medical  staff. 

For  immediate  registration  or  information, 
call  800  262-3211. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


LETTER  TO  THE  EDITOR 


Physicians  as  Johnnys-Come-Lately: 
Overcoming  Misperceptions 


Duringa  late  eveningbrowse  through  the  Dela- 
ware Medical  Journal,  I found  myself  stirred 
by  the  editorial  of  Dr.  Martz,  “Wake-Up  Call  -- 
Get  Involved.”  A visceral  response  to  my  char- 
acterization as  “not  a practicing  physician” 
stirred  me  from  the  soporific  to  the  alert,  and  I 
went  on  to  more  fully  appreciate  Dr.  Martz’s 
call  to  action,  But  first,  for  the  record,  I am  a 
practicing  physician  in  any  reasonable,  unbi- 
ased, and  historically  correct  sense  of  the  word. 
iMy  famil) . my  colleagues,  and,  most  impor- 
i tantly,  my  patients  and  their  families  can  attest 
to  my  being  a practitioner  of  medicine  “in  the 
ordinary  sense  of  the  word”  for  over  20  years. 

As  noted  by  Dr.  Martz,  the  nation  is  on  the 
brink  of  major  changes  in  the  delivery  of 
healthcare.  The  forces  of  change  are  arrayed, 
and,  unfortunately,  as  is  usual,  physicians  are 
not  standing  with  them  but  in  opposition.  We 
are  not  identified  as  architects  of  change  but 
rather  as  barriers  to  change.  Our  professional 
societies  are  perceived  as  “unions,”  and  we  are 
seen  as  self-serving  obstructionists. 

Because  we  are  perceived  as  barriers  to 
change,  we  are  being  excluded  from  delibera- 
tive processes  that  require  consensus.  We  are 
more  commonly  being  relegated  to  the  role  of 
consultant  to  the  deliberative  bodies.  I saw  this 
firsthand  as  a member  of  a federal  task  force  in 
Washington,  again  as  an  advocate  for  children’s 
services  in  Pennsylvania,  and  now  again  in 
Delaware. 

How  do  we  correct  these  misperceptions? 
Not,  as  the  editorial  suggests,  by  beating  the 
drum  for  more  doctors  to  flood  Legislative  Hall. 


Not  by  being  just  like  the  optometrists,  nurses, 
physical  therapists  and  chiropractors.  Is  imita- 
tion the  best  we  can  do?  Are  we  to  lead,  to 
mimic,  or  to  follow? 

I believe  the  answer  is  one  which  will  bring 
a natural  increase  in  membership.  Stop  react- 
ing and  start  leading.  Acknowledge  the  per- 
spectives of  others  and  craft  solutions  that 
allow  everyone  to  “win.”  Dr.  Marvel’s  Volun- 
tary Initiative  Program  (VIP)  is  a good  example 
of  leadership  creativity.  The  proposal  reflects 
well  on  the  Society  and  its  physicians  and 
merits  development.  It  would  have  been  a bet- 
ter example  of  the  Society’s  maturity  if  it  had 
been  proactive  rather  than  reactive.  Once  again, 
timing  was  the  difference  between  being  per- 
ceived as  a leader  rather  than  a responder. 

Individually  and  collectively,  members  of 
the  Medical  Society  of  Delaware  must  become, 
and  therein  be  acknowledged  as,  a substantive 
force  in  effecting  access  to  basic,  affordable, 
high-quality  healthcare  for  all  Delawareans. 
Effort  less  than  this  or  efforts  that  are  per- 
ceived as  frustrating  this  goal  will  perpetuate 
the  stereotyping  and  misperceptions  that  in- 
creasingly place  us  on  the  outside  of  delibera- 
tive bodies. 

Robert  G.  Kettrick,  M.D. 
Res  ipsa  loquitur!  (Ed.) 
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Seconds  Are 
1 Like  Hours  When 


You  Need  to  Access 
Important  Medical 
Information 


Access  hours  of  information  in  seconds  with 
the  Grateful  Med  software  of  the  NLM 


If  you  need  quick  and  easy  access  to  the  most  up-to-date  information  on  health  care 
services,  medical  research,  toxic  and  chemical  substances,  cancer,  AIDS,  or  other 
health  care  issues,  you  need  GRATEFUL  MED. 

Developed  by  the  National  Library  of  Medicine,  the  world’s  largest  medical  library, 
the  GRATEFUL  MED  software  package  assists  the  user  in  finding  the  most  current 
literature  available  through  the  use  of  on-line  computer  databases.  All  you  need  is 
a personal  computer  (IBM  or  Macintosh)  and  an  access  code  from  the  NLM,  and 
you  have  immediate  access  to  a vast  field  of  important  medical  information.  Around- 
the-clock  availability  ensures  that  you  have  this  information  when  you  need  it. 

Good  medicine  for  your  information  needs 
For  complete  medical  information  around  the  clock... 


FRIENDS  OF  THE 


MTlUr 


NATIONAL  LIBRARY 
OF  M E 0 I C I N E 


6 


4 


For  further  information  about  the  NLM's  Grateful  □ Please  send  me  more  information  about  the  NLM’s  Grateful  Med  software  package 

Med  Software  Service,  just  fill  out  this  coupon.  □ Please  send  me  more  information  about  the  Friends  of  the  National  Library  of  Medicine 

Clip  and  mail  to: 


The  National  Library  of  Medicine 
Public  Information  Office 
Bethesda,  Maryland  20894 


Merck  Development  of  this  public  service 
Compam  message  made  possible  by  a grant  from 
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IN  BRIEF 


I 

l 

If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant 
information  to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE  19806- 
2166.  Information  must  be  received  by  the  first  of  the  month,  two  months  before  publication. 

PHYSICIANS’  HEALTH  COMMITTEE 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physicians'  Health  Committee 
wishes  to  help.  Please  call  302/654-1001.  All  actions  of  the  Physicians’  Health  Committee  are 
confidential,  and  the  identity  of  the  reporter  will  not  be  disclosed. 

FALL  PROGRAMS  AT  A.  I.  DUPONT  INSTITUTE 

The  following  programs  will  be  presented  this  fall  at  the  Alfred  I.  duPont  Institute  in  Wilmington. 
|i  For  more  information  call  Cynthia  Messinger  at  302/651-6752. 

• Friday,  September  11,  1992,  Urology  Visiting  Professor,  Dr.  Barry  Belman,  Professor  and 
Chair,  Urology,  National  Children’s  Hospital. 

• Thursday,  September  17,  1992,  Pediatric  Infections:  Perspectives  1992,  a broad  variety  of 
topics  and  outstanding  faculty. 

• Saturday,  October  24,  1992,  Orthopaedic  Fall  Seminar,  Robert  Gillespie,  M.B.,  Ch.B., 
Professor  and  Chair,  Orthopaedic  Surgery,  SUNY  Buffalo  School  of  Medicine. 

GALLSTONES  AND  LAPAROSCOPIC  CHOLECYSTECTOMY 
NIH  CONCENSUS  DEVELOPMENT  CONFERENCE 

September  14-16,  1992,  Masur  Auditorium,  Magnuson  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland.  For  more  information,  cal  1301/468-MEET.  All  interested  physicians 
are  invited  to  attend. 


rr. 

i 

MYROIE 

R.  Meckelnburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 
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AM  A FALL  CALENDAR  OF  WORKSHOPS  FOR  PHYSICIANS 
AND  MEDICAL  OFFICE  STAFF 

The  following  workshops  are  provided  by  AJVIA  Financing  and  Practice  Services  and  AMA 
Investment  Advisers.  For  more  information,  call  800/366-6968. 


Workshops  for  Young  Physicians 

Joining  a Partnership  or 


Location 

Groun 

Practice  (afternoon 

) Starting  Your  Practice 

Chicago/AMA 

Sept.  10 

Sept.  11-12 

Chicago/AMA 

Oct.  8 

Oct.  9-10 

New  York,  NY 

Oct.  15 

Oct.  16-17 

Chicago/AMA 

Nov.  5 

Nov.  6-7 

Baltimore 

Nov.  19 

Nov.  20-21 

Chicago/AMA 

Dec.  3 

Dec.  4-5 

Medical  Office  Staff  Workshop 

is 

Medical 

Insurance 

ICD-9  Coding 

CPT  Coding 

Collections 

Business 

Processing 

for  Doctors' 

for  Doctors’ 

Management 

Side  of 

Location 

and  Coding 

Offices 

Offices 

( afternoon) 

Medicine 

Chicago/AMA 

Sept.  15 

Sept.  16 

Sept.  17 

Sept.  17 

Sept.  18 

Baltimore 

Sept.  15 

Sept.  16 

Sept.  17 

Sept.  17 

Sept.  18 

Chicago/AMA 

Oct.  13 

Oct.  14 

Oct.  15 

Oct.  15 

Oct,  16 

New  York,  NY 

Oct.  19 

Oct.  20 

Oct,  21 

Oct.  21 

Oct.  22 

Cherry  Hill,  NJ 

Nov.  3 

Nov.  4 

Nov.  5 

Nov.  5 

Nov.  6 

Chicago/AMA 

Nov.  10 

Nov.  1 1 

Nov.  12 

Nov.  12 

Nov.  13 

Chicago/AMA 

Dec.  8 

Dec.  9 

Dec.  10 

Dec.  10 

Dec.  11 

Workshops  for  Mid-Career  Physicians 


Successful  Money 


Location 

Management 

Baltimore,  MD 

Sept. 

11 

Chicago/AMA 

Sept. 

18 

Pittsburgh,  PA 

— - 

Chicago/AMA 

.... 

New  York,  NY 

Nov. 

6 

Chicago/AMA 

Nov. 

13 

Chicago/AMA 

— - 

Financial  Strategies 


for  Successful 

Successful 

Retirement  for  Mid- 

Money 

Career  Physicians 

Management 

Sept.  12 

— - 

Sept.  19 

.... 

Oct.  2 

Oct.  3 

Oct.  16 

Oct.  17 

Nov.  7 

— 

Nov.  14 

— 

Dec.  11 

Dec.  12 

Location 

Cherry  Hill,  N.J. 

Chicago/AMA 

Chicago/AMA 

Washington,  D.C. 

Chicago/AMA 

New  York,  NY 

Chicago/AMA 


Workshops  for  Established  Physicians 

Financial  Strategies 
for  Successful 

Retirement  for  Gearing  Up  for 

Senior  Physicians  Retirement 

Sept.  25 

— Sept.  25 

Oct.  23  Oct.  24 

— Nov.  6 


Nov.  20 


Nov.  21 
Dec.  4 
Dec.  17 


Financial  Strategies 
for  Successful 
Retirement  for 
Senior  Physicians 
Sept.  26 
Sept.  26 

Nov.  7 

Dec.  5 
Dec.  18 
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Progress  Report 

on  the  Voluntary  Initiative  Program 


I am  pleased  to  report  that  we  are  moving 
forward  on  implementing  the  Voluntary  Ini- 
tiative Program  approved  at  our  special  meet- 
ing of  the  House  of  Delegates  this  year. 

The  leaders  of  MSD,  along  with  state  offi- 
cials, visited  the  Kentucky  Medical  Associa- 
tion on  July  24.  Due  to  prior  surgical  commit- 
ments, I was  unfortunately  unable  to  make 
this  trip. 

The  trip  to  Kentucky  was  extremely  ben- 
eficial and  enlightening.  The  Association's 
members  and  the  state's  officials  candidly 
commented  about  their  state's  voluntary  par- 
ticipation program  and  shared  with  us  some 
problems  they  have  encountered  since  the 
program's  inception  in  January  1985. 

The  Kentucky  Healthcare  Access  Foun- 
dation was  the  brainchild  of  Kentucky  Gover- 
nor Brereton  Jones,  who  served  as  its  founder 
and  president  prior  to  his  election  as  gover- 
nor. The  Kentucky  foundation  primarily  serves 
poor,  uninsured  Kentuckians  who  do  not 
qualify  for  Medicaid.  Eligibility  is  determined 
by  the  Kentucky  Cabinet  for  Human  Resources 
Department  of  Social  Insurance.  As  you  are 
aware,  the  initial  part  of  our  program  will 
involve  primarily  Medicaid  patients  and  the 
later  phase  will  hopefully  involve  those  with- 
out any  type  of  medical  insurance. 

One  area  of  difference  between  Kentucky's 
plan  and  ours  is  that  the  Kentucky  plan  does 
not  encourage  physicians  to  "adopt"  indigent 


patients,  thereby  establishing  a medical 
"home"  for  them;  these  physicians  agree  to  see 
referred  patients  for  one  routine  office  visit. 
We  feel  that  our  concept  of  encouraging  a 
more  long-term  match  will  be  better  suited  in 
Delaware. 

Our  hosts  strongly  suggested  that  we  pro- 
vide sufficinet  resources  to  allow  for  an  ad- 
equate computer  system.  The  structure  in 
Kentucky  does  not  allow  for  much  feedback. 
F or  example,  they  do  not  have  a profile  of  their 
typical  patient.  Information  such  as  age,  symp- 
toms, or  whether  there  are  follow-up  visits 
cannot  be  gleaned  from  their  records.  The 
Kentucky  program  is  unable  to  determine 
gaps  in  service  and  cannot  evaluate  how  well 
it  is  meeting  needs  in  a particular  geographic 
area. 

We  have  developed  a definite  plan  for 
initiating  the  Voluntary  Initiative  Program 
and  hope  to  have  a proposal  available  for 
review  by  our  advisoiy  committee  this  month. 
Our  plan  will  then  be  presented  to  the  Health 
Care  Commission  September  3 with  a request 
for  funding.  We  hope  to  lay  the  groundwork 
with  a preliminary  program  and  proposed 
budget  for  the  VIP  by  the  first  of  October  and 
initiate  the  program  in  January  1993. 

At  this  point  I do  not  see  any  significant 
problems  with  funding  the  VIP  through  the 
Health  Care  Commission.  The  VIP  has  the 
total  and  complete  support  of  our  state  offi- 
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cials  and  the  Health  Care  Commission.  In 
fact,  our  VIP  should  present  a significant 
advancement  in  healthcare  reform  in  the  state 
of  Delaware.  It  is  hoped  that  we  can  serve  as 
a model  for  healthcare  reform,  particularly  in 
our  small  state. 

I continue  to  count  on  the  cooperation  and 
support  of  all  the  members  of  the  Medical 
Society  in  this  challenging  endeavor. 


finding  a reliable  medical  equipment 


company.  But  CONFIDENCE  and  TRUST  are 
the  'magic ' words  of  MASTER  CARE'S  service. 
Because  your  patients  are  our  first  concern, 
we  find  products  for  the  patient . . . not 
patients  for  the  product. 


Showroom:  Old  Baltimore  Pike  Ind.  Pk. 
83  Albe  Dr.  Newark,  DE 

Call  the  CARELINE  (302)  368*5300 
NJ (609)  299*3224 


Effective  September  1,  1992 

D.  BRUCE  PANASUK,  M.D. 

Thoracic  and  Cardiovascular  Surgery 

Will  establish  a new  practice  at  the  following  location: 

Metroform  Medical  Complex 
Suite  203 

620  Stanton-Christiana  Road 
Newark,  DE  19713 

(302)  994-9904 

Office  Hours  by  Appointment 
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SCIENTIFIC  ARTICLE 


Clinical  Applications  of 
Magnetic  Resonance  Angiography 


Abstract 

Recent  technical  advances  in  magnetic  reso- 
nance imaging  (MRI)  now  allow  for  the 
noninvasive  study  of  blood  flow  in  vessels,  or 
magnetic  resonance  angiography  (MRA).  We 
describe  several  case  reports  involving  the  use 
of  MRA  and  discuss  its  advantages  in  evaluat- 
ing patients  for  carotid  artery  stenosis,  intrac- 
erebral aneurysms,  and  arteriovenous  malfor- 
mations (AVMs). 

introduction 

Magnetic  resonance  imaging  has  long  been 
known  to  be  superior  to  computed  tomography 
;CT)  for  studying  the  patency  and  architecture 
of  blood  vessels.1  In  the  last  several  years,  with 
the  advent  of  newer  pulse  sequences,  MRI  has 
been  used  to  assess  additional  vascular  areas  in 
the  central  nervous  system.  Magnetic  reso- 
nance angiography  is  an  exciting  new  tech- 
nique that  has  been  commercially  available 
nonly  recently.  In  general,  MRA  refers  to  the 
study  of  blood  flow  in  blood  vessels  using  MRA. 
Mo  intravascular  contrast  material  is  required 
so  perform  MRA  as  is  the  case  with  CT  and 
angiography.  The  additional  risks  of  transfem- 
oral  angiography  are  eliminated  with  MRA. 
Because  of  this  noninvasive  method  of  examin- 
ing blood  vessels,  MRA  has  been  shown  to  be 
superior  to  MRI  in  depicting  intracranial  aneur- 
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ysms  and  arteriovenous  malformations.  We 
present  several  illustrative  case  reports  dem- 
onstrating the  clinical  utility  of  magnetic  reso- 
nance angiography. 

Case  Reports 

Case  1.  A 73-year-old  female  complained  of 
headaches,  speech  difficulty,  left-sided  weak- 
ness, and  left  leg  pain  and  numbness.  She 
denied  ahistory  ofhypertension.  An  unenhanced 
head  CT  examination  demonstrated  an  area  of 
low  attenuation  in  the  left  parietal  region  con- 
sistent with  a new  infarct  not  present  on  a 
study  done  seven  months  earlier.  MRI  was  then 
performed,  followed  by  MRA,  utilizingthe  three- 
dimensional  (3D)  time-of-flight  technique.  The 
MRI  confirmed  the  left  parietal  infarct  and 
further,  demonstrated  infarcts  in  the  left  fron- 
tal and  basal  ganglia  regions  and  showed  occlu- 
sion of  the  cavernous  portion  of  the  left  internal 
carotid  artery.  (Figure  1A)  In  addition,  MRA 
demonstrated  complete  occlusion  of  the  proxi- 
mal left  internal  carotid  artery.  (Figure  1C) 

Case  2.  A 63-year-old  male  presented  with 
headaches  and  left-sided  visual  loss.  Ahead  CT 
shows  a 1.6  cm  aneurysm  along  the  left  side  of 
the  circle  of  Willis.  Three  vessel-selective  cere- 
bral angiography  showed  five  intracranial  an- 
eurysms. MRA  was  then  ordered  to  confirm  the 
number  and  extent  of  the  aneurysms.  In  addi- 
tion to  demonstrating  the  aneurysms,  this  did 
provide  greater  detail  in  assessing  one  of  the 
five  aneurysms.  (Figure  2) 
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Figure  1A.  Axial  T2  weighted  MR  slice  shows 
occlusion  of  the  cavernous  portion  of  the  left 
internal  carotid  artery  (arrow). 


Figure  IB.  MRA  of  normal  right  carotid  bifur- 
cation. 


Case  3.  A 40-year-old  male  presented  with 
complaints  of  headaches,  dizziness,  “fainting 
spells,”  speech  difficulty,  memory  loss,  hearing 
loss  and  blurred  vision.  Initial  CT  examination 
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Figure  1C.  Occlusion  of  the  left  internal  ca- 
rotid artery  at  its  origin  (open  arrow)  with  the 
left  vertebral  artery,  also  shown  (curved  ar- 
row). 

of  the  head  was  negative.  An  MRI  was  subse- 
quently performed,  followed  by  two-dimensional 
(2D)  time-of- flight  MRA.  A small  lesion  within 
the  high  posterior  right  frontal  white  matter 
adjacent  to  a mildly  dilated  frontal  horn  of  the 
right  lateral  ventricle  was  found.  (Figure  3A) 
The  MRA  characteristics  were  most  consistent 
with  a slow-flowing  vascular  malformation,  most 
suggestive  of  a venous  angioma.  This  was  later 
confirmed  by  conventional  three-vessel 
angiography.  (Figure  30 

Discussion 

Extracranial  carotid  circulation.  The  strong 
association  between  high-grade  carotid  stenosis 
and  ipsilateral  stroke  is  well  known.2  The  ma- 
jority of  these  strokes  is  believed  to  be  embolic 
in  nature.  Intraarterial  angiography  continues 
to  be  the  gold  standard  in  assessing  vessel 
morphology.1 3 However,  the  associated  risks  of 
transfemoral  carotid  cerebral  angiography  led 
to  the  development  of  a noninvasive  means  of 
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Figure  2A.  AP  oblique  conventional  angiogram  of  the  right  common 
carotid  artery  showing  a right  middle  cerebral  artery  (MCA)  aneurysm 
(large  arrow),  right  posterior  communicating  aneurysm  (small  arrow), 
and  anterior  communicating  aneurysm  (open  arrow). 


Figure  2B.  AP  conventional  angiogram  showing  a large  left  posterior 


communicating  artery  aneurysm 
rysm  (straight  arrow). 

investigating  the  carotid  arteries,  namely  du- 
plex ultrasound  scanning.  Despite  the  techni- 
cal advances  including  color  Doppler,  the  study 
remains  very  much  operator-dependent.  Du- 
plex sonography  has  a limited  field  of  view,  is 
technically  degraded  somewhat  by  calcified 
plaques,  and  cannot  provide  images  that  ren- 


(curved  arrow)  and  left  MCA  aneu- 


der  the  carotid  bifurcations  in  an  acceptable 
fashion.  In  contrast,  magnetic  resonance 
angiography  does  not  have  these  limitations 
and  can  provide  images  that  are  similar  to  those 
of  conventional  angiography.  (Figure  1A)  MRA 
has  thus  emerged  as  a new  noninvasive  tech- 
nique for  imaging  the  carotid  arteries  with 
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Figure  2C.  AP  MRA  showing  right  MCA  aneurysm  (short  arrow),  anterior 
communicating  aneurysm  (open  arrow),  and  left  MCA  aneurysm  (long 
arrow). 


Figure  2D.  AP  MRA  with  caudal  rotation  clearly  showing  left  MCA 
aneurysm  (short  arrow),  large  left  posterior  communicating  aneurysm 
(curved  arrow)  and  left  MCA  aneurysm  (long  arrow).  The  neck  of  the  left 


MCA  aneurysm  is  best  seen  on  MRA. 

many  advantages  ovei  duplex  ultrasound.  In 
addition  to  examining  the  carotid  bifurcation, 
the  intracranial  carotid  circulation  can  be  visu- 
alized at  the  same  setting.  MRA  techniques  can 
be  standardized  for  optimal  patient  scanning, 
thereby  eliminating  operator  dependency.  A 


recent  study  comparing  MRA  with  digital  sub- 
traction angiography  concluded  that  MRA  can 
achieve  an  accuracy  at  least  that  of  digital 
angiography  in  evaluating  the  percentage  of 
carotid  artery  bifurcation  stenosis.4  Another 
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Figure  3A.  Sagittal  MR  shows  an  area  of  signal  void  within  the 
frontal  lobe  (arrows). 


:gure  3B.  Sagittal  MRA  showing  three  ab- 
trmal  medullary  veins  draining  into  the  supe- 
)r  sagital  sinus  (arrows). 


udy  compared  MRA,  digital  angiography,  and 
lor  Doppler  ultrasonography  in  evaluating 
ternal  carotid  artery  stenosis  and  concluded 
at  MRA  was  capable  of  confirming  50  percent 
greater  narrowing  of  the  luminal  diameter. 
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When  the  findings  on  MRA  and  carotid  ultra- 
sound were  in  agreement,  they  concluded  that 
angiography  was  probably  unnecessary.5  In  the 
future.  MRA  may  eliminate  the  need  for  invasive 
conventional  or  digital  subtraction  angiography 
in  the  detection  and  evaluation  of  carotid  artery 
stenosis. 

Intracranial  aneurysms.  There  are  approxi- 
mately 20,000  cases  of  ruptured  intracranial 
aneurysms  each  year  in  the  United  States  with 
eight  percent  of  these  patients  dying  prior  to 
reaching  a hospital  and  with  up  to  50  percent 
dying  within  the  first  30  days  after  rupture.6,7 
In  view  of  the  known  low  prevalence  of  in- 
tracranial aneurysms  coupled  with  the  high 
mortality  rate  of  subarachnoid  hemorrhage,  a 
screening  technique  for  detection  of  asymp- 
tomatic intracranial  aneurysms  would  be  of 
prime  importance.  While  MRA  does  not  ap- 
proach the  resolution  of  conventional  angio- 
grams, this  does  not  appear  to  be  a critical 
shortcoming  since  the  aneurysms  that  are  most 
likely  to  rupture  are  of  a size  readily  imaged  by 
MRA. H A recent  study  showed  that  aneurysms 
between  three  and  15  mm  in  size  were  equally 
well  demonstrated  by  MRA  as  by  means  of 
conventional  angiography.9  Another  study  con- 
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Figure  3C.  Lateral  venous  phase  of  a conventional  angiogram 
confirming  the  same  three  abnormal  vessels  and  drainage  pattern 
as  seen  with  MRA. 


eluded  that  MRI  with  MRA  demonstrated  a 
sensitivity  of  95  percent  and  specificity  of  100 
percent  for  the  detection  of  intracranial  aneu- 
rysms in  their  series  of  patients.8  Our  Case  2 
clearly  demonstrates  the  utility  of  MRA  in  the 
detection  of  intracranial  aneurysms.  Recon- 
struction of  intracranial  vasculature  with  MRA 
can  be  performed  in  any  3D  plane,  often  allow- 
ing for  projections  difficult  to  obtain  by  conven- 
tional angiography  and  thereby  improving  an- 
eurysm conspicuity.  (Figure  2) 

Vascular  Malformations.  Congenital  cere- 
bral vascular  malformations  have  been  classi- 
fied according  to  their  microscopic  features  into 
cavernous  angioma,  capillary  telangiectasia, 
venous  angioma,  and  arteriovenous  malforma- 
tions.10 The  overall  incidence  of  AVMs  is  ap- 
proximately one-seventh  that  of  intracranial 
aneurysms,  or  roughly  0. 14  percent  of  the  popu- 
lation in  the  United  States  with  most  becoming 
symptomatic  by  age  40. 11  Patients  with  intracra- 
nial AVMs  have  a continuous  risk  of  hemor- 
rhage and  by  age  40, 40  percent  of  all  AVMs  will 
have  bled.12  Many  of  these  patients  will  benefit 
from  surgical  treatments,  thereby  making  ra- 
diologic techniques  in  detection  and  assess- 
ment of  vascular  malformations  essential  for 


the  therapeutic  decision-making  process.  The 
diagnostic  workup  of  cerebral  vascular  malfor 
mations  should  include  detailed  assessment  ol 
the  number  and  location  of  afferent  arteries 
and  draining  veins  as  well  as  the  size  and! 
topographic  location  of  the  nidus.  In  a recent 
study  evaluating  26  patients  with  congenita 
intracranial  vascular  lesions,  the  topography  ol  j 
the  AVM  nidus  was  equally  well  shown  on  MR^ 
as  compared  to  conventional  angiograms.13  Tht 
limitations  of  MRA  were  found  to  be  in  the  lac! 
of  sequential  information  such  as  early  drain 
ing  veins  and  “steal''  phenomena.13 14  In  those 
AVMs  which  showed  extensive  overlap  of  ves- 
sels. MRA  was  unable  to  accurately  depict  al 
feeding  arteries  and  draining  veins.14 

Conclusion 

Currently,  MRA  does  not  approach  the  spatia 
resolution  of  conventional  or  digital  angiographj 
and  therefore  will  not  completely  replace  thes( 
techniques  in  evaluating  extra  and  intracra 
nial  vascular  disease.  More  research  is  needec 
to  develop  both  better  background-suppression 
techniques  and  post-processing  algorithms  to 
reduce  the  overestimation  of  stenosis  and  un 
derestimation  of  vessel  caliber  and  to  improve 
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image  resolution.  MRA  is  of  limited  value  in 
those  patients  who  are  severely  claustrophobic, 
those  who  are  unable  to  remain  motionless  for 
the  duration  of  the  exam,  and  those  who  have 
ferromagnetic  clips  in  the  area  of  the  carotid 
artery.15  Still,  in  comparison  to  duplex  scan- 
ning, MRA  can  be  a valuable  noninvasive  imag- 
ing modality  in  the  assessment  of  both  intracra- 
nial vascular  disease  and  extracranial  carotid 
stenosis,  and  offers  many  advantages  over  du- 
plex scanning.  When  the  findings  of  MRA  and 
Doppler  sonography  are  concordant  in  the  de- 
piction of  carotid  bifurcation  stenosis, 
angiography  may  not  be  necessary.5  Additional 
factors  that  limit  ultrasound  evaluation  of  the 
carotid  arteries  (tortuous  vessels,  thick,  mural- 
based  calcifications,  intracranial  location  of  le- 
sions) are  frequently  not  a deterrent  to  MR 
angiography.  MRI  with  MRA  is  extremely  sen- 
sitive for  the  detection  of  intracranial  aneu- 
rysms of  almost  any  size  and  may  allow  for  the 
limitation  offollow-up  conventional  angiography 
for  those  vessels  found  to  contain  aneurysm(s) 
on  MRA.  The  depiction  of  the  nidus  of  vascular 
malformations  is  equally  well  seen  on  MRA  as 
with  conventional  angiography.  Feeding  and 
draining  vessel  morphology  and  flow  phenom- 
ena in  AVMs  are  still  better  seen  by  conven- 
tional angiographic  techniques. 
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Laughter  friendship,  sharing-these 
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MEDLAB  AND  MAYO  MEDICAL  LABORATOF 
AN  UNBEATABLE  COMBINATION! 


Mayo  Medical  Laboratory  Medlab 


Medlab  Clinical  Testing  Inc.  has  joined  forces  with  Mayo  Medical  Laboratory  (reference  laborator 
for  Mayo  Clinic)  to  offer  you  the  best  combination  in  laboratory  testing  services.  The  superior  Ioce 
service  and  quality  of  Medlab  is  now  combined  with  the  excellence  and  unsurpassed  depth  of 
technical  support  from  one  of  the  world’s  most  prestigious  reference  laboratories,  Mayo  Medical 
Laboratory. 


• Convenient  local  courier  service 

• Local  STAT  service 

• Rapid  turnaround  on  routine  tests 

• Second  opinions  from  Mayo  on 
difficult  cases 


• Free  consultation  from  both  labs  on 
your  laboratory  tests 

• Complete  menu  of  esoteric  tests  from 
Mayo 

• Technical  seminars  at  Medlab  with 
expert  speakers  from  Mayo 


Plus  monthly  literature  from  the  Mayo  Clinic,  including  Mayo  Clinic  Health  Update,  Mayo  Clinic 
Nutrition  Letter,  Mayo  Communique,  the  useful  Mayo  Laboratory  Handbook,  and  other  publicatics 
free,  courtesy  of  Medlab. 

By  selecting  Mayo  as  its  reference  laboratory,  Medlab  sets  the  new  standard  for  laboratory  servi  3 
and  quality  in  Delaware. 


inei 


. . . BECAUSE  QUALITY  IS 


ESSENTIAL 


* (302)  655-LAB! 
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Laparoscopic  Cholecystectomy: 

The  Medical  Center  of  Delaware  Experience 

Domingo  C.  Singson,  M.D. 
Alexander  Balan,  M.D. 


Cholelithiasis  is  one  of  the  most  common  gas- 
trointestinal problems.  It  is  estimated  that  as 
many  as  15  to  20  million  adults  in  the  United 
States  may  have  gallstones  and  that  approxi- 
mately 500,000  gall  bladder  operations  are  per- 
formed here  each  year. 1 The  first  cholecystectomy 
was  performed  by  Langenbuch  in  1882,  and 
since  that  time,  it  has  been  the  standard  surgi- 
cal treatment  for  gall  bladder  disease.2  It  has 
been  proven  effective  and  safe,  with  a mortality 
rate  of  less  than  1 percent.54  The  disadvantages 
of  open  cholecystectomy  are  that  it  usually  re- 
ft quires  three  to  seven  days  ofhospitalization  and 
is  associated  with  a significant  amount  of  post- 
operative pain  and  discomfort,  with  a recovery 
period  of  four  to  six  weeks.5,6 

In  recent  years,  alternative  treatments  for 
cholelithiasis  have  evolved,  including  oral  dis- 
solution therapy,  extracorporeal  shock  wave 
lithotripsy,7  percutaneous  cholecystostomy, 
contact  dissolution  treatment,  percutaneous  cho- 
lecystolithotomy,  and  laparoscopic  chole- 
cystolithotomy  with  or  without  the  use  of  an 
ultrasonic lithotripter.  With  all  ofthese  alterna- 
tives to  standard  cholecystectomy,  a diseased 
gall  bladder  is  left  in  place,  and  all  are  associa- 
ted with  a significant  rate  of  disease  recurrence 
; over  time.8 

The  first  successful  laparoscopic  cho- 
lecystectomy was  performed  by  Phillipe  Mouret 
in  1988. 9 The  advantages  of  a reduced  hospital 
stay  with  a rapid  return  to  work  and  normal 


Drs.  Singson  and  Balan  are  staff  members  of  the  Depart- 
ment of  Surgery,  Medical  Center  of  Delaware. 


activity,  far  less  pain,  and  a better  cosmetic 
appearance  have  made  it  very  popular  with 
surgeons,  internists,  and  patients.9 12  In  this 
report,  we  review  the  experience  with 
laparoscopic  cholecystectomy  at  the  Medical 
Center  of  Delaware. 

Materials  and  Methods 

The  charts  of  329  patients  who  underwent 
laparoscopic  cholecystectomy  at  the  Medical 
Center  of  Delaware  from  May  31,  1990,  to  May 
30,  1991,  were  reviewed. 

Preoperative  work-up  included  complete 
blood  count,  platelet  count,  SMAfi,  SMA]2,  pro- 
thrombin time,  partial  thromboplastin  time, 
urinalysis,  and  chest  radiograph.  All  patients 
had  symptomatic  gall  bladder  disease.  Gall- 
stones were  detected  by  ultrasound  and/or  oral 
cholecystography.  A diagnosis  of  acalculous 
cholecystitis  was  established  by  ultrasound  nega- 
tive for  stones  and  a HIDA  scan  or  oral 
cholecystogram  positive  after  cholecystokinin 
(CCKj  stimulation,  with  an  ejection  fraction 
less  than  30  percent  and  reproduction  of  ab- 
dominal pain  with  CCK  injection. 

Laparoscopic  cholecystectomy  has  been  de- 
scribed in  detail  previously.15 16  The  standard 
procedure,  a four-puncture  technique  using 
hemostatic:  clips  to  control  the  cystic  duct  and 
cystic  artery  and  a laser  (KTP  or  Nd:YAG)  or 
electrocautery  to  cut  and  coagulate,  was  em- 
ployed in  these  patients.  All  patients  were  given 
general  endotracheal  anesthesia,  and  a 
nasogastric  tube  was  inserted  for  gastric  decom- 
pression. A Foley  catheter  was  inserted  in  the 
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majority  of  patients  for  decompression  of  the 
urinary  bladder.  With  the  patient  in  the 
Trendelenburg  position,  a pneumoperitoneum 
was  established  with  C02  administered  through 
a Veress  needle  inserted  at  the  infraumbilical 
site  and  was  maintained  at  a maximum  pres- 
sure of  15  mm  Hg  during  the  procedure.  A 10- 
mm  laparoscope  was  inserted  at  the  infraum- 
bilical incision  for  initial  visual  exploration  of 
the  peritoneal  cavity  and  to  guide  the  insertion 
of  the  other  trocars.  The  diseased  gall  bladder 
was  removed  through  this  site.  Complete 
hemostasis  was  established  in  the  gall  bladder 
bed  before  the  operation  was  terminated.  At  the 
completion  of  the  procedure,  all  of  the  intra- 
peritoneal  C02  was  suctioned  out,  the  umbilical 
fascia  was  closed  with  interrupted  sutures  and 
the  skin  with  subcuticular  sutures,  the  incision 
site  was  infiltrated  with  long-acting  anesthe- 
sia, and  the  Foley  catheter  and  nasogastric 
tube  were  removed. 

Results 

Of  the  329  patients  who  underwent  laparoscopic 
cholecystectomy,  248  were  women  (75  percent) 
and  81  were  men  (25  percent)  (female-to-male 
ratio,  3:1).  Three  hundred  two  patients  (92 
percent)  were  white,  23  (7  percent)  were  black, 
and  four  (1  percent)  were  Hispanic.  Patient 
ages  ranged  from  15  to  83  years,  with  a mean  of 
47.4  years  (Fig.  1). 


<20  20-29  30-39  40-49  50-59  60-69  70-79  >80 

AGE (YEARS) 

Figure  1.  Age  distribution  of  329  patients  who 
underwent  laparoscopic  cholecystectomy. 


On  ultrasound,  302  patients  (92  percent 
were  found  to  have  gallstones  (Table  1),  wit! 
false-positive  diagnosis  in  23  patients  (7  per 
cent1  and  false-negative  diagnosis  in  two  pa 
tients  (1  percent).  Preoperative  endoscopic 
retrograde  cholangiopancreatography  (ERCP 
was  performed  in  six  patients  (2  percent),  five 
with  a history  of  jaundice  and  one  with  ar 
elevated  alkaline  phosphatase,  and  revealed  £ 
common  bile  duct  stone  in  one  patient,  whicl 
was  extracted  successfully  preoperatively.  Pa 
tients  with  acalculous  gall  bladder  disease  are 
described  in  Table  2.  In  the  group  with  biliary 
dyskinesia,  the  mean  age  of  the  patients  was 
26.4  years,  and  two  patients  (25  percent)  hac 
normal  gall  bladders. 

One  hundred  four  patients  (32  percent)  hac 
undergone  previous  abdominal  surgery.  Of  the 
103  patients  who  had  had  previous  lower  ab 
dominal  operations  and  the  four  patients  whe 
had  had  upper  abdominal  operations,  76  had 
undergone  one  procedure,  19  two  procedures) 
and  nine  three  or  more  procedures.  Previous 
abdominal  surgery  resulted  in  conversion  ol 
laparoscopic  cholecystectomy  to  an  open  proce 
dure  in  two  patients  (1  percent).  One  patient 
had  a history  of  three  cesarean  sections,  and  ir 
the  other  patient,  who  had  undergone  previous 
sigmoid  resection,  small  bowel  perforation  re 
suited  from  introduction  of  the  infraumbilicali 
trocar. 

On  histopathologic  examination,  285  gal 
bladders  (87  percent)  were  found  to  have  chronic 
cholecystitis  with  lithiasis  (Table  3).  Two  hun- 
dred forty-eight  patients  (75  percent)  received1 
intraoperative  antibiotics.  Acephalosporin  was 
used  in  204  patients  (62  percent).  Heparir 
mixed  with  normal  saline  was  used  as  the 
irrigation  solution  in  204  of  315  patients  (6£ 
percent).  For  cutting  and  coagulation,  arj 
Nd:YAG  laser  was  used  in  207  of  315  patients 
(66  percent),  electrocautery  was  used  in  91 
patients  (29  percent),  and  a KTP  laser  was  used' 
in  17  patients  (5  percent).  Thirteen  patients; 
whose  procedures  were  converted  to  oper 
cholecystectomy  and  one  patient  who  diec 
intraoperatively  were  not  included  in  the  tabu 
lations. 

Intraoperative  cholangiography  was  at 
tempted  in  23  patients  (7  percent),  with  a sue 
cess  rate  of  57  percent.  Of  the  13  patients  ir 
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Finding 

Number  of  Patients 

Positive  for  gallstones 

297 

US  positive  and  oral  cholecystogram  positive 

5 

No  ultrasound  done;  oral  cholecystogram  positive 

3 

Ultrasound  negative  for  stones 

16 

CCK-stimulated  HIDA  scan  positive 

10 

CCK-stimulated  oral  cholecystogram  positive 

5 

Normal  ultrasound 

1 

Gall  bladder  polyp 

4 

Sludge  in  gall  bladder 

2 

Thickened  gall  bladder  with  cholesterolosis 

1 

Septation  of  gall  bladder 

1 

TOTAL 

329 

i Table  1.  Ultrasound  of  the  gall  bladder. 


| 


Cholecystitis 

Chronic  Acalculous 
Biliary  Dyskinesia 

Number  of  patients 

7 

8 ; 

Mean  age  (years) 

44.0 

26.4 

Male-to-female  ratio 

4:3 

6:2 

White-to-black  ratio 

7:0 

6:2 

Histopathology  of  gall  bladder 

Chronic  cholecystitis 

4 

2 

Chronic  cholecystitis  and  cholesterolosis 

3 

0 

Chronic  cholecystitis  and  adenomyosis 

0 

1 

Mild  chronic  cholecystitis 

0 

3 

No  pathology  seen 

0 

2 

i Table  2.  Acalculous  cholecystitis. 

i 

i 

whom  intraoperative  cholangiography  was  per- 
formed successfully,  one  was  found  to  have  a 
common  bile  duct  stone,  and  the  laparoscopic 
procedure  was  converted  to  open  chole- 
cystectomy with  common  bile  duct  exploration. 
Subhepatic  drainage  was  required  in  17  pa- 
tients (5  percent),  with  a Jackson-Pratt  drain 
used  in  15  patients  and  a Hemovac  drain  used 
in  two  patients. 

Laparoscopic  cholecystectomy  was  con- 
verted to  open  cholecystectomy  in  13  patients  (4 


percent)  (Table  4).  There  is  an  increased  chance 
of  conversion  to  open  cholecystectomy  in  the 
presence  of  empyema  of  the  gall  bladder,  obe- 
sity, adhesions  from  previous  operations,  perfo- 
ration of  the  gall  bladder,  and  intrahepatic 
location  of  the  gall  bladder.  The  average  hospi- 
tal stay  of  1 2 patients  was  5.6  days,  and  all  were 
discharged  in  improved  condition. 

Major  complications  occurred  in  seven  pa- 
tients (2  percent)  (Table  5).  Four  patients  had 
postoperative  bile  leaks.  In  two  patients  with 
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Diagnosis 

Number 
of  Patients 

Percentage 

Chronic  calculous  cholecystitis 

210 

64 

Chronic  calculous  cholecystitis  and  cholesterolosis 

45 

14 

Chronic  calculous  cholecystitis 

and  acute  cholecystitis 

25 

7 

Chronic  calculous  cholecystitis  and 

subacute  cholecystitis 

5 

2 

Chronic  cholecystitis 

35 

11 

Ultrasound  negative  for  gallstones 

11 

Ultrasound  positive  for  gallstones 

21 

Oral  cholecystogram  positive  for  gallstones 

1 

Ultrasound  diagnosed  gall  bladder  polyp 

2 

No  ultrasound,  clinical  diagnosis 

1 

Chronic  cholecystitis  and  cholesterolosis 

2 

<1 

Chronic  cholecystitis  and  adenomyosis 

2 

<1 

No  pathology  seen 

4 

1 

Ultrasound  positive  for  gallstones 

2 

Table  3.  Histopathologic  diagnosis. 


symptoms  of  right  upper  quadrant  pain,  nau- 
sea, and  a low-grade  fever,  diagnosis  was  based 
on  a high  index  of  suspicion.  Repeat  laparoscopy 
was  done,  in  one  patient  on  the  second  postop- 
erative day  for  control  of  accessory  bile  duct 
leak,  and  in  the  other  on  the  first  postoperative 
day,  with  no  identifiable  injury  found.  In  both 
instances,  a Jackson-Pratt  drain  was  inserted. 
Computed  tomography  (CT)  and  ultrasound  of 
the  abdomen  identified  an  accumulation  of 
subhepatic  fluid  in  the  third  patient,  and  a 
HIDA  scan  identified  a common  bile  duct  leak 
in  the  fourth  patient.  Re-exploration  was  done 
in  these  two  patients:  in  the  former,  on  the 
seventh  postoperative  day  for  injury  to  the 
accessory  hepatic  duct,  and  in  the  latter,  on  the 
third  postoperative  day,  for  torn  cystic  duct  at 
the  junction  with  the  common  bile  duct  caused 
by  forceful  application  of  the  clip  applier,  as 
identified  by  the  video. 

The  injury  to  the  middle  third  of  the  right 
ureter  was  caused  by  difficult  insertion  of  the 
infraumbilical  trocar.  There  was  no  history  of 
previous  abdominal  surgery.  Open  insertion  of 
the  trocar  was  performed,  and  laparoscopic 
cholecystectomy  proceeded  well.  Postoperative 
hematuria  was  noted  in  the  immediate  postop- 


erative period,  which  resolved  on  the  first  post- 
operative day.  The  patient's  hospital  stay  was 
complicated  by  an  ileus,  but  this  resolved  on  the 
third  postoperative  day  and  he  was  discharged. 
The  patient  was  readmitted  to  the  urology  ser- 
vice with  presenting  symptoms  of  hematuria, 
and  he  underwent  exploration  on  the  thir- 
teenth postoperative  day. 

Perforation  of  the  small  intestine  occurred 
in  a patient  who  had  undergone  previous  sig- 
moid resection  and  took  place  during  ns^ertion 
of  the  infraumbilical  trocar  by  closed  tech- 
nique. Laparoscopic  cholecystectomy  was  per- 
formed, and  the  small  bowel  perforation  was 
repaired  through  an  enlargement  of  the 
infraumbilical  incision. 

The  instance  of  bleeding  due  to  transection 
of  the  cystic  artery  was  described  earlier.  This 
patient  developed  intraoperative  hypotension 
and  required  transfusion  of  2 units  of  packed 
red  blood  cells.  Minor  complications  occurred  in 
19  patients  (6  percent)  (Table  6).  The  umbilical 
hernia  w as  diagnosed  three  months  postopera- 
tivel.y. 

Two  patients  (0.60  percent)  died  during  or 
following  laparoscopic  cholecystectomy.  One 
patient  was  an  obese  61-year-old  woman  who 
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Patient 

Age 

(years) 

Sex 

Indication 

Pathology 

Hospital 

Stay  (days) 

X 

39 

F 

Empyema  of  gall  bladder 

Acute  and  chronic 
calculous  cholecystitis 

9 

2 

82 

F 

Empyema  of  gall  bladder 

Subacute  and  chronic 
calculous  cholecystitis, 
liver  biopsy  with  acute 
cholangitis 

Died  on  sixth 
post-operative 
day,  pulmo- 
nary embolism 

3 

47 

F 

x\cute  cholecystitis 

Acute  and  chronic 
calculous  cholecystitis 

10 

4 

80 

M 

Exposure  problem, 
perforated  gall  bladder 

Acute  and  chronic 
calculous  cholecystitis 

5 

5 

54 

M 

Perforated  gall  bladder 

Acute  and  chronic 
calculous  cholecystitis 

7 

6 

41 

F 

Perforated  gall  bladder, 
exposure  problem 

Chronic  calculous 
cholecystitis 

4 

7 

28 

F 

Exposure  problem, 
obesity 

Chronic  calculous 
cholecystitis  and 
cholesterolosis 

13 

8 

34 

F 

Exposure  problem, 
hepatomegaly, 
intrahepatic  gall  bladder 

Chronic  calculous 
cholecystitis 

3 

9 

65 

M 

Intraoperative  cholangio- 
gram  positive  for 
common  bile  duct  stones 

Acute  and  chronic 
calculous  cholecystitis 

3 

10 

37 

M 

Failed  intraoperative 
cholangiogram,  (?) 
common  bile  duct  injury 

No  common  bile  duct 
injury,  acute  and  chronic 
calculous  cholecystitis 

5 

11 

67 

F 

Stone  impacted  in  cystic 
duct 

Chronic  calculous 
cholecystitis 

3 j 

12 

68 

F 

Adhesions  from  previous 
cesarean  sections  (x3) 

Chronic  calculous 
cholecystitis 

3 

13 

26 

F 

Uncontrolled  bleeding, 
hypotension 

Transected  cystic  artery, 
chronic  calculous 
cholecystitis 

3 

Table  4.  Conversion  of  laparoscopic  cholecystectomy  to  open  cholecystectomy. 


developed  sudden  intraoperative  hypotension 
and  desaturated  during  dissection  of  the  gall 
bladder.  Autopsy  showed  massive  bilateral  pul- 
monary emboli.  The  other  patient  was  an  82- 
year-old  woman  whose  laparoscopic  procedure 
was  converted  to  an  open  cholecystectomy  be- 
cause of  empyema  of  the  gall  bladder.  This 
patient  had  an  unremarkable  recovery  until 


the  sixth  postoperative  day,  when  she  died 
suddenly.  The  clinical  cause  of  death  was 
thought  to  be  pulmonary  embolism.  An  autopsy 
was  not  performed. 

Orwp  hundred  fourteen  patients  (35  per- 
cent) underwent  same-day  (outpatient)  sur- 
gery (Table  7). 
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Complication  Number  of  Patients 

Bile  leak 

4 

Perforated  small  intestine 

1 

Transected  cystic  artery 

1 

Transection  of  right  ureter 

1 

TOTAL 

7 

Table  5.  Major  complications. 


Complication  Number  of  Patients 

Postoperative  ileus 

4 

Atelectasis 

4 

Urinary  retention 
Operative  arrhythmia 

3 

(bradycardia) 

2 

Urinary  tract  infection 

2 

Wound  infection  (infraumbilical 
Wound  hematoma  (anterior 

2 

axillary  port) 

1 

Incisional  hernia 

1 

TOTAL 

19 

Table  6.  Minor  complications. 


Length 
of  Stay 

Number 
of  Patients 

Percentage 

<24  hours 

114 

35 

(outpatient) 

24  hours 

150 

45 

48  hours 

19 

6 

72  hours 

26 

8 

>3  days 

20 

6 

Table  7.  Hospital  stay. 


Discussion 

Laparoscopic  cholecystectomy  has  proven  to  be 
safe  and  effective.  In  a recent  report  from  seven 
European  centers,  it  was  performed  in  97  per- 
cent of  patients  with  cholelithiasis."  The  extent 
to  which  the  surgeon  can  extend  the  indications 


1.  Acute  cholecystitis 

2.  Extensive  abdominal  surgery  such  as  co- 
lon resection,  aneurysm  resection,  or  gas- 
tric surgery 

3.  Minor  bleeding  problem 

4.  Advanced  liver  disease 

5.  Nonfunctioning,  fibrotic  gall  bladder 

6.  Gallstone  pancreatitis 

7.  Morbid  obesity 


Table  8.  Relative  contraindications  to 
laparoscopic  cholecystectomy. 


1.  Portal  hypertension 

2.  Abdominal  sepsis/perforation 

3.  Acute  cholangitis 

4.  Major  abdominal  distention/ileus 

5.  Jaundice 


Table  9.  Absolute  contraindications  to 
laparoscopic  cholecystectomy. 

is  markedly  dependent  on  his  or  her  laparoscopic 
skills  and  experience.  A learning  curve  is  docu-  i 
merited  and  accepted.  Tables  8 and  9 list  the 
relative  and  absolute  contraindications  to 
laparoscopic  cholecystectomy." 1314 

Preoperative  assessment  of  the  patient  is 
most  important.  The  ultrasound  report  should 
include  the  presence  or  absence  of  gallstones, 
thick  ness  of  the  gall  bladder  wall,  and  measure-  | 
ment  of  the  diameter  of  the  common  bile  duct. 
Oral  cholecystography  can  serve  as  an  adjunct 
to  ultrasound,  providing  information  about  gall 
bladder  function.  Westlake  and  associates  con- 
cluded that  a low  gall  bladder  ejection  fraction, 
as  assessed  by  CCK-stimulated  HIDA  scan,  ! 
does  not  predict  clinical  outcome,17  and  others 
have  found  that  ejection  fraction  is  not  predic- 
tive of  histology18  and  that  the  diagnostic  value 
ofbiliary  cholescintigraphy  in  the  evaluation  of  i 
chronic  acalculous  cholecystitis  with  right  up- 
per quadrant  pain  is  poor.12  1 

Patients  with  a history  ofjaundice  and  with 
persistent  elevated  liver  enzymes  should  un- 
dergo preoperative  ERCP;  if  a stone  is  found, 
papillotomy  with  stone  extraction  should  be 
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done  prior  to  laparoscopic  cholecystec- 
tomy.2'11,1214'19 Berci  and  colleagues  strongly  rec- 
ommend the  routine  use  of  intraoperative 
cholangiography  and  reported  a 90  percent 
success  rate  in  415  patients.220  Intraoperative 
cholangiography  identifies  5 to  10  percent  of 
patients  who  have  unsuspected  stones  and  6 
percent  of  those  with  significant  anatomic 
anomalies.20  Voyles  and  coworkers  demon- 
strated a learning  curve  in  the  performance  of 
intraoperative  cholangiography,  with  a success 
rate  of  50  percent  in  the  first  18  patients  and 
100  percent  after  37  patients.19  They  advocate 
selective  use  of  intraoperative  cholangiography 
and  recommend  its  use  in  patients  with  a his- 
tory of  pancreatitis,  jaundice,  or  acute 
cholecystitis,  abnormal  liver  function,  and  an 
enlarged  common  bile  duct  (>5  mm).  Reddick 
and  associates  recommend  that  intraoperative 
cholangiography  be  done  in  all  patients  with 
acute  cholecystitis.21  They  also  suggest  three 
options  if  intraoperative  cholangiography  is 
positive  for  stones:  open  cholecystectomy  with 
common  bile  duct  exploration,  laparoscopic  flex- 
ible endoscopy  of  the  common  bile  duct  with 
stone  extraction,  and  laparoscopic  chol- 
edocholithotomy.  In  the  case  of  a normal-sized 
duct,  Berci  and  colleagues  recommend  just  leav- 
ing the  stone  behind  in  the  hope  of  spontaneous 
passage  (which  occurs  infrequently  [in  four  of 
105  patients  in  their  study])  or  removing  it 
postoperatively  by  ERCP.2"  They  do  not  recom- 
mend intraoperative  endoscopic  papillotomy 
because  of  their  experience  with  one  patient 
who  developed  severe  pancreatitis  and  a 
pseudocyst. 

The  accepted  mortality  rate  for  laparoscopic 
cholecystectomy  is  <1  percent.22  Both  deaths  in 
our  series  were  due  to  pulmonary  embolism. 
Interestingly,  Grace  and  coworkers  give  pro- 
phylactic subcutaneous  heparin  during  the 
perioperative  period  in  all  of  their  patients.11 

Conclusion 

At  the  Medical  Center  of  Delaware,  laparoscopic 
cholecystectomy  is  a safe  and  effective  proce- 
dure, with  a major  complication  rate  of  2 per- 
cent, a minor  complication  rate  of  6 percent, 
and  a mortality  rate  of  0.60  percent.  There  is  a 
trend  toward  more  outpatient  laparoscopic 


cholecystectomy  as  surgical  expertise  increases. 
Cholecystectomy  for  patients  with  the  diagno- 
sis of  biliary  dyskinesia  should  be  reevaluated. 

Intraoperative  cholangiography  should  be 
attempted  in  all  patients.  It  reduces  the  risk  of 
ductal  injuries  and  also  serves  as  a guide  dur- 
ing complicated  cholecystectomies.  Videotap- 
ingone’sfirstSO  laparoscopic  cholecystectomies 
as  well  as  any  complicated  cases  is  advisable  for 
the  surgeon’s  continuing  education  and  for  de- 
tecting complications  and  errors  early. 

We  recommend  prophylaxis  with  heparin 
and/or  pneumatic  compression  boots  in  patients 
at  high  risk  for  pulmonary  embolism. 
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Quality  Assurance  and 
Continuous  Quality  Improvement: 

History,  Current  Practice,  and  Future  Directions 
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Bernhard  H.  Singsen,  M.D.,  M.P.H. 


Abstract 

Quality  Assurance  (QA)  provides  opportunities 
for  physicians  and  allied  health  professionals  to 
improve  patient  care  and  disease  outcomes.  Its 
goals  are  increased  efficiency  and  efficacy  in 
healthcare.  QA  activities  are  based  upon  objec- 
tive criteria  and  systematic  review  and  make 
important  contributions  to  the  effectiveness  of 
hospitals  and  other  care  facilities.  Successful 
programs  help  to  maximize  health  status  of 
patients  while  minimizing  resource  utilization. 
Beginning  in  1917,  early  QA  efforts  were  often 
informal  and  subjective  but  now  include  stan- 
dards for  QA  and  strategies  for  monitoring  and 
evaluating  patient  care.  Central  to  its  new 
“Agenda  for  Change,”  the  Joint  Commission  on 
Accreditation  of  Healthcare  Organizations  has 
embraced  the  concept  of  continuous  quality 
improvement  (CQI).  This  moves  the  focus  of 
review  away  from  department-  or  practitioner- 
specific  activities  and  toward  a “systems”  form 
of  evaluation.  CQI  is  rooted  in  patient-care 
realities,  is  easy  to  implement,  is  based  upon 
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scientific  assessments,  and  solves  practical  prob- 
lems in  an  incremental  and  ongoing  fashion. 

Background  and  Origins 

Concepts  of  quality  assurance  (QA),  and  the 
newer  paradigm  of  continuous  quality  improve- 
ment (CQI),  are  having  progressively  greater 
impact  upon  physicians  in  community  practice, 
the  management  of  hospitals  and  other  care 
facilities,  mechanisms  of  reimbursement,  and 
the  clinical  care  activities  of  all  health  profes- 
sionals. 

The  beginnings  of  QA  can  be  traced  to  1917 
when  the  American  College  of  Surgeons  first 
promulgated  written  standards  for  tissue  and 
medical  records  review.'  These  and  other  early 
efforts  to  evaluate  and  monitor  medical  staff 
clinical  activities  were  usually  based  upon  im- 
plicit peer  review,  an  informal  and  subjective 
process  which  often  relied  on  the  limited  expe- 
rience of  the  individual  reviewing  practitioner. 
Much  progress  has  since  occurred  in  develop- 
ing standards  for  quality  assurance,  and  strat- 
egies for  monitoring  and  evaluating  patient 
care. 

The  Joint  Commission  for  Accreditation  of 
Hospitals  (JCAH)  was  founded  in  1951  and 
began  to  require  audits  of  hospital-based  pa- 
tient care  in  the  1970s.  At  that  time,  evaluation 
of  quality  of  care  began  to  move  from  an  implicit 
basis  to  one  in  which  preestablished  case  screen- 
ing and/oi  review  criteria  helped  to  institute 
standards  of  care.  The  1973  Accreditation 
Manual  for  Hospitals  stated  that  an  effective 
patient  care  evaluation  system  must  be  objec- 
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tive,  documented,  clinically  sound,  flexible,  and 
action  oriented.  By  1979  JCAH  quality  stan- 
dards had  become  “problem  focused.”  Hospitals 
often  became  skilled  at  monitoring  existing 
problems  but  frequently  were  perceived  as  not 
having  fully  developed  mechanisms  to  identify 
new  problems  or  new  or  alternative  ways  to 
improve  quality  of  care. 

To  address  that  issue,  standards  for  on- 
going monitoring  and  periodic  evaluation  of 


quality  and  appropriateness  of  care  were  estab- 
lished by  the  JCAH  in  1984.  Throughout  that 
decade,  the  Joint  Commission  developed  and 
refined  a multi-step  process  to  systematically 
monitor  patient  care  (Table  1).  Much  attention 
was  given,  both  in  individual  hospitals  and  as 
part  of  a national  JCAH  agenda,  to  detailing 
and  separating  the  many  elements  of  the  “pro- 
cess" of  patient  care  and  to  more  sophisticated 
methods  to  track  whether  care  problems  were 


1.  Assign  responsibility:  Those  responsible  for  overseeing  and  carrying  out  monitoring  and 
evaluation  are  identified. 

2.  Delineate  scope  of  care:  Responsible  staff  inventory  the  key  functions  of  the  organization 
to  assure  that  monitoring  and  evaluation  is  comprehensive. 

3.  Identify  important  aspects  of  care:  Staff  select  the  general  aspects  of  care  they  believe  are 
most  closely  linked  to  the  quality  of  care  in  the  organization;  these  include  high-volume, 
high-risk,  and  problem-prone  aspects. 

4.  Identify  indicators:  Staff  develop  measurable  indicators  with  which  to  monitor  the 
important  aspects  of  care. 

5.  Establish  thresholds  for  evaluation:  Staff  decide  the  rate  beyond  which  an  opportunity  to 
improve  care  would  likely  be  present;  this  rate  could  be  0 percent,  100  percent,  or  any  other 
appropriate  figure. 

6.  Collect  and  organize  data:  Using  the  hospital-approved  method,  staff  gather  information 
pertaining  to  the  indicators  and  present  it  to  the  responsible  parties. 

7.  Evaluate  care:  When  thresholds  for  evaluation  are  reached,  expert  staff  intensively 
evaluate  the  important  aspect  of  care  to  determine  whether  an  opportunity  for  improve-  ] 
ment  exists. 

8.  Take  action:  Based  on  recommendations  of  those  evaluating  care,  actions  are  taken  to 
improve  the  quality  of  care. 

9.  Assess  the  effectiveness  of  actions:  Ongoing  m on  i tori  ng  provides  the  information  to  assess 
whether  the  care  has  actually  improved;  if  not,  further  actions  are  taken. 

10.  Communicate  information:  Conclusions,  recommendations,  actions,  and  follow-up  are  all 
documented  and  shared  with  appropriate  parties,  including  a quality  assurance  director 
or  committee,  the  medical  staff  executive  committee,  affected  departments  and  individu- 
als, and  hospital  administration. 

i 

Table  1.  The  10-step  model  for  the  monitoring  and  evaluation  of  QA  standards* 

*Modified  from:  JCAHO,  Accreditation  Manual  for  Hospitals,  Yol  1:  Standards,  1991. 2 
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solved.  It  was  increasingly  recognized  that  di- 
rect responsibility  for  monitoring  and  evalua- 
tion of  care  had  to  be  assigned,  the  scope  of  care 
defined,  measurable  indicators  developed,  and 
thresholds  for  evaluation  had  to  be  established. 
Following  the  evaluation  of  care  and  the  taking 
of  any  needed  action,  the  effectiveness  of  that 
action  was  to  be  assessed  and  then  communi- 
cated to  all  relevant  hospital  personnel.2 

In  1988  JCAH  was  renamed  the  Joint  Com- 
mission for  Accreditation  of  Health  Care  Orga- 
nizations (JCAHO)  to  reflect  its  expanded  role 
in  setting  standards  for  and  reviewing  and 
accrediting  additional  healthcare  entities  such 
as  ambulatory  care  centers,  hospices,  mental 
health  facilities,  home  healthcare  agencies,  and 
some  providers  of  care  for  children  with  devel- 
opmental disabilities.  Now,  as  part  of  its  new 
“Agenda  for  Change,”  JCAHO  is  introducing 
and  fostering  the  concept  of  continuous  quality 
improvement  (CQI).  Indeed,  the  1992  JCAHO 
manual  has  replaced  the  term  “quality  assur- 
ance” with  “quality  assessment  and  improve- 
ment,” partly  because  healthcare  providers  have 
long  argued  that  “quality”  is  not  an  attribute  of 
patient  care  whose  characteristics  can  always 
be  agreed  upon,  accurately  measured,  or  as- 
sured. 

The  foundations  of  CQI  were  laid  bv  W. 
Edwards  Deming  and  Joseph  Juran.  Working 
in  manufacturing  in  the  1950s,  Deming 
promulgated  the  theory  of  statistical  process 
control  and  a 14-point  program  for  managing 
productivity  and  quality.3  Juran  defined  qual- 
ity as  “fitness  for  use,”  emphasized  product  or 
service  reliability  for  users,  and  developed  a 
trilogy  of  quality  planning,  quality  control,  and 
quality  improvement.45  More  recently,  Crosby 
has  become  known  for  the  concepts  “zero  de- 
fects” and  “conformance  to  requirement.”fi  The 
fundamental  messages  are  the  same:  committo 
quality  improvement  throughout  the  organiza- 
tion; attack  the  system  rather  than  the  employ- 
ees; simplify  work  processes  to  eliminate 
quality  problems;  satisfy  customers’  needs; 
eliminate  waste  and  rework;  instill  pride  and 
teamwork;  and  create  an  atmosphere  of  innova- 
tion. The  concepts  which  underlie  CQI  can  also 
be  applied  to  hospital  systems,  physician  be- 
haviors, and  healthcare  in  general.7 


WJule  JCAHO  was  shaping  its  "Agenda  for 
Change”  to  incorporate  CQI  and  develop  qual- 
ity of  care  indicators  for  national  use,  tradi- 
tional QA  was  becoming  more  grounded  in 
scientific  methodology.  Investigators  in  “health 
services  research”  developed  alternative  ap- 
proaches to  increase  the  precision  of  review 
activities.  The  concept  of  structure,  process  and 
outcome  of  care  criteria  was  introduced  by 
Donabedian  and  others,80  and  specific  methods 
were  outlined  by  multiple  authors.  These  in- 
cluded: a)  disease  staging,10"  b)  criteria  map- 
ping,12 c)  tracer  studies,13  d)  identification  of 
sentinel  health  events,1'  and  others.  Common 
to  each  of  these  models  were:  1)  objective  crite- 
ria and  2)  systematic  review  procedures. 

Definitions  and  Current  Practice 

Defining  “quality”  in  healthcare  is  a difficult 
task.  In  1976  Rutstein  noted  that:  “Quality  is 
concerned  with  outcome  and  is  the  effect  of  care 
on  the  health  of  the  individual  and  the  popula- 
tion.”1' Donabedian  asserts  that  “...degree  of 
quality  is  the  extent  to  which  care  provided  is 
expected  to  achieve  the  most  desirable  balance 
of  risks  and  benefits.”15  Steffan  has  argued  for 
the  inclusion  of  both  patient  and  physician 
goals,  including  nonmedical  legal  and  ethical 
factors,  in  definitions  of  quality,10  while  the 
AMA  has  listed  eight  elements,  along  with 
favorable  outcome,  as  characteristics  of  qual- 
ity.17 An  Institute  ofMedicme  study  committee, 
while  developing  a quality  assurance  strategy 
for  Medicare,  defined  quality  of  care  as  “...the 
degree  to  which  health  services  increase  the 
likelihood  of  desired  health  outcomes  and  are 
consistent  with  current  professional  knowl- 
edge.”18 

What  then  is  quality  assurance?  It  is  a 
process  for  continual  monitoring  and  periodic 
evaluation  of  the  quality  and  appropriateness 
of  patient  care  and  includes  a regular  reexami- 
nation of  a broad  spectrum  of  clinical,  ad- 
ministrative, laboratory,  radiologic,  and  ancil- 
lary services-related  aspects  of  care.  QA  differs 
from  the  more  restrictive  laboratory-based  con- 
cept of  “quality  control,”  which  deals  with  the 
validity,  reliability  and  reproducibility  of  test- 
equipment  function  and  of  test  procedures  and 
results. 
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One  negative  feature  of  traditional  QA  lias 
been  a tendency  for  compartmentalization  of 
monitoring  and/or  evaluation  activities  by  types 
of  services  (e.g.,  nursing,  pharmacy,  etc.  ) or  by 
departments  (e.g.,  surgery,  pediatrics,  ophthal- 
mology, etc.).  For  example,  department  direc- 
tors might  hesitate  to  invade  others’  “turf’  by 
suggesting  interdepartmental  monitoring  be- 
cause it  was  a “risk-taking”  which  could  cause 
others  to  become  defensive.  This  restrictive 
posture  was  capable  of  inhibiting  the  effective 
function  of  QA.  Other  potential  negative  fea- 
tures of  QA  have  included:  a)  perceptions  of 
“blame-fixing”  due  to  a focus  on  individual  case 
review  and  thus  on  specific  practitioner  perfor- 
mance, b)  reliance  on  standards  imposed  by 
external  bodies  (e.g.,  JCAHO,  and  local,  state 
and/or  national  government),  and  c)  the  use  of 
rudimentary  methods  for  data  analysis.  As  a 
result,  JCAHO  is  now  focusing  upon  CQI  as  a 
means  to  move  toward  a hospital-wide,  inter- 
departmental evaluation  of  systems  or  key  func- 
tions of  operation.19 

The  advantages  of  an  effective  QA  program 
are  numerous.  From  an  operational  perspec- 
tive, QA  is  conducted  to: 

1)  identify  opportunities  to  improve  the 
process  of  care  and  health  outcomes  of 
individuals,  increase  patient  and 
employee  safety,  and  improve  adminis- 
trative practices  which  will  increase 
diagnostic  and  treatment  efficacy; 

2)  increase  medical  care  consistency  and 
efficiency  by  uncovering  root  causes  of 
variations  in  care  provision; 

3)  help  increase  accountability  by  com- 
paring actual  performance  to  estab- 
lished standards  of  professional 
practice,  and  thus  help  effect  behav- 
ioral change  in  a non-judgmental  man- 
ner. 

4)  Linked  with  risk  management,  prospec- 
tive QA  screening  can  provide  timely 
recognition  of  adverse  patient-care 
events  which  might  otherwise  elude 
the  incident-reporting  process  and  also 
decrease  liability  for  both  departments 
and  individuals  at  all  professional  lev- 
els. 

5)  Quality  assurance  efforts  can  also  lead 
to  monetary  economies  in  the  provision 
of  services,  contribute  to  marketing  ef- 
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forts,  and  be  an  important  adjunct  to 

winning  competitive  contracts. 

Overall,  as  Berwick  has  suggested,  physicians 
and  healthcare  managers  who  regularly  apply 
the  principles  of  QA  and  CQI  “...will  probably 
come  to  know  better  efficiency,  greater  effec- 
tiveness, lower  cost,  and  the  gratitude  and 
loyalty  of  more  satisfied  patients.”  2021 

The  identification  of  specific  aspects  of 
healthcare  for  monitoring  by  QA  progresses 
from  broad  to  specific  and  ends  with  the  selec- 
tion of  “indicators,”  which  are  defined  as  mea- 
surable dimensions  of  the  quality  of  patient 
care.  Care  providers  can  select  from  an  unlim- 
ited number  of  indicators,  which  may  be  based 
upon  the  frequency,  level  of  risk,  or  complexity, 
of  a procedure  or  intervention,  or  how  problem-, 
prone  that  activity  is.  For  example,  the  phar-, 
macv  may  monitor  medication  errors,  radiology^ 
may  assess  the  frequency  of  incomplete  go-| 
nadal  shielding,  the  blood  bank  may  investi- 
gate transfusion  reactions,  nursing  mightj 
evaluate  technique  for  managing  central  lines, , 
or  anaesthesiology  may  review  airway  emer-. 
gencies. 

In  each  situation,  a specific  “threshold”  is 
established  which  will  trigger  further  investi- 
gation. QA  monitoring  occurs  for  a period  of 
weeks  or  months,  and  then  a new  threshold  is 
identified  based  upon  the  initial  data  collection 
and/or  subsequent  assessments.  A threshold 
rate  beyond  which  further  investigation  must 
be  conducted  may  be  assigned  for  a predeter- 
mined single  event,  sucb  as  death  (0  percent),, 
or  beyond  which  further  evaluation  is  neces- 
sary (e.g.,  5 percent  for  improper  gonadal  shield- 
ing). One  important  distinction  between  QA 
and  continuous  quality  improvement  is  that 
QA  accepts  any  level  of  performance  which  isj 
below  the  agreed  upon  threshold  (e.g.,  <5  per- 
cent for  improper  gonadal  shielding),  while 
CQI  moves  the  threshold  to  increasingly  more 
rigorous  levels. 

From  the  perspective  of  the  physician  prac- 
titioner, what  features  of  quality  assurance 
must  exist  for  them  to  “buy  into”  the  process?  1 
QA  should  be  rooted  in  patient-care  realities., 
must  solve  practical  problems,  be  timely,  and 
work  for  the  specific  practitioner;  2)  the  process 
of  problem  identification  and  solution  must  be 
logical;  3)  QA  should  help  to  encourage  a com- 
munity-defined standard  of  care;  4)  it  should  be 
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easy  to  implement;  5)  it  should  be  relatively 
sparing  of  time  and  paperwork;  and  6)  it  should 
help  to  bring  increased  order  to  medical  prac- 
tice. 

Physicians  are  invaluable  to  help  shape 
effective  quality  assurance  programs.  They 
often  suggest  initial  screening  criteria  for  a 
problem  area  and,  in  conjunction  with  a QA 
coordinator,  select  measurable  patient-care  in- 
dicators, based  not  only  on  data  such  as  number 
of  diagnoses  or  volume  of  procedures,  but  also 
on  their  perception  of  what  is  important  or 
meaningful.  Additional  dimensions,  recom- 
mended by  expert  physicians  in  the  appropri- 
ate discipline,  might  include  complication  rates, 
practitioner  competence,  or  accuracy  of 
diagnoses.  The  JCAHO  is  quite  clear  that  phy- 
sicians should  determine,  relative  to  their  prac- 
tices, what  indicators  (dimensions  of  care)  are 
most  meaningful  to  measure  based  upon  great- 
est likelihood  of  improved  safety,  efficacy,  or 
efficiency.  The  screening  criteria  may  then  be 
used  by  nonphysicians  to  filter  cases  for  further 
review,  thereby  sparing  physicians  the  time 
and  effort  of  collecting  large  volumes  of  data 
from  hospital  charts  and  other  sources. 

The  most  common  source  of  physician  an- 
ger or  frustration  about  quality  assurance  ac- 
tivities is  a belief  that  they  will  implicitly  or 
explicitly  result  in  administrators  or  external 
review  organizations  telling  a physician  how  to 
practice  medicine.  Fortunately  this  is  not  cor- 
rect. Rather  QA  is  a process  by  which  physi- 
cians in  hospitals  determine  themselves  how 
they  can  best  continuously  improve  their  medi- 
cal care  as  a result  of  their  own  self-designed, 
ongoing  surveillance  of  their  practice  behav- 
iors. For  example,  if  administration  of  a unit  of 
blood  falls  out  due  to  screening  criteria  for 
indications  and  is  then  reviewed  by  the  Blood 
Utilization  Committee,  the  ordering  physician 
may  feel  defensive.  However,  screening  criteria 
serve  only  to  identify  cases  for  further  review; 
each  case  is  analyzed  on  its  merits  with  consid- 
eration of  all  factors  unique  to  the  situation. 

Conversely,  expressions  of  daily  frustra- 
tions, such  as  the  unavailability  of  charts  or 
delayed  reporting  of  results  of  diagnostic  stud- 
ies, have  been  with  the  medical  profession  for 
years.  Such  concerns  respond  well  to  estab- 
lishing QA  indicators  and  thresholds,  monitor- 
ing, and  then  identifying  the  most  likely 


interventions  to  effect  improvement.  Other  di- 
mensions, which  often  cross  departmental  lines, 
such  as  complication  rates  of  sedation  for  out- 
patient procedures,  or  are  multi-disciplinary, 
such  as  functional  outcomes  following  rehabili- 
tation, lend  themselves  well  to  QA  analysis.  An 
important  long-term  utility  of  QA  and  CQI 
assessments  is  that  they  usually  include  formal 
collection  and  evaluation  of  defined  data  and 
thus  are  one  dimension  of  health  services  “re- 
search.” Their  dissemination  can  therefore  have 
significant  benefit  for  other  healthcare  organi- 
zations. 

From  the  perspective  of  the  community- 
based  practitioner,  JCAHO-mandated  hospital 
QA  activities  are  often  seen  as  nonrevenue- 
genera  ti  ng  and  taking  away  from  their  primary 
patient-care  responsibilities.  In  the  short  term, 
QA  may  appear  as  labor-intensive,  administra- 
tive busy  work,  but,  over  time,  it  results  in 
substantial  increases  in  service  accuracy,  speeds 
the  flow  of  patients  and  information,  and  fos- 
ters a problem-identification/problem-solving 
approach  to  improving  health  outcomes.  For 
example,  QA  committees  and  coordinators  of- 
ten use  a “problem  tracking  log”  to:  1)  identify 
and  prioritize  issues  (e.g.,  medical  record  avail- 
ability, telecommunications,  transport  of 
medically  unstable  patients,  timely  reporting 
of  laboratory  results,  etc.)  and  2)  follow  efforts 
directed  at  their  resolution. 

Quality  assurance  and  continuous  quality 
improvement  programs  have  many  roles  for 
medical  staff  members.  These  may  include:  1) 
assuring  that  all  practitioners  in  a relevant 
discipline  are  included;  2)  developing  and 
approving  data  collection  criteria  and  methods; 
3)  analyzing  findings;  4)  taking  action  to  correct 
problems  and  improve  care,  and  5)  considering 
the  findings  from  QA/CQI  in  relation  to  issues 
of  staff  reappointment,  and  delineation  of  clini- 
cal privileges.  It  is  likely  that  the  principles  of 
CQI  will  increasingly  be  extended  to  outpatient 
clinics  and  to  private  practices  in  the  near 
future. 

Quality  assurance  is  evolving  into  a more 
exacting  and  scientific  process.  There  are  three 
peer-reviewed  journals  devoted  to  theoretical 
discussions  of  QA  and  to  the  presentation  of 
hypothesis-driven  research  data.  Another  seven 
focus  on  descriptions  of  practical  solutions/im- 
provements to  hospital  systems  problems  or 
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functioning.  Mosthospitals  now  employ  a certi- 
fied QA  coordinator,  have  a quality  assurance 
committee  (usually  chaired  by  a physician),  a 
detailed  administrative  reporting  structure,  and 
comprehensive  guidelines  from  the  JCAHO 
regarding  the  scope  and  frequency  of  required 
activities.  Unfortunately,  only  27  percent  of 
medical  schools  offer  courses  or  education  about 
QA.  Conversely,  61  percent  of  graduate  pro- 
grams in  health  administration  include  specific 
QA  courses  for  credit.22 

Rapid  evolution  from  QA  to  continuous 
quality  improvement  is  now  occurring.  Salient 
features  of  CQI  include:  1)  expanding  QA  to  all 
activities  of  an  organization,  including  admin- 
istrative and  support  functions;  2)  assessment 
across  internal  organizational  boundaries;  3) 
statistical  evaluation  of  organizational  perfor- 
mance; 4)  defining  internal  and  external  “cus- 
tomers,” measuring  their  satisfaction,  and 
working  to  meet  their  needs.  In  contrast  to  QA 
where  rate-based  i ndicators  have  compared  find- 
ings to  preestablished  thresholds  for  evalua- 
tion, in  CQI  there  is  a two-step  process:  1) 
establish  indicators  for  organizational  or  multi  - 
departmental  performance,  2)  after  data  collec- 
tion, continually  work  to  improve  performance. 
(Table  2)  Top-level  administrative  commitment 
to  CQI  and  accompanying  “cultural”  change 


may  be  difficult  for  healthcare  organizations 
used  to  “top-down”  management  styles,  and 
extensive  employee  training  in  CQI  theory  and 
techniques  can  strain  limited  resources.  How- 
ever. CQI  emphasizes  the  practical  value  of 
ideas  which  originate  from  1'"*  level  employ- 
ees and  direct-care  provia  rganizations 

experienced  in  CQI  are  entl  tic  about  em- 
ployee at titudinal  andbehav  nanges  which 

have  resulted  in  greater  e y and  higher 
performance  standards. 

It  is  likely  that  QA  will  evolve  into  CQI, 
rather  than  the  two  functioning  in  parallel. 
This  will  be  facilitated  by  healthcare  leaders 
who:  a)  commit  to  quality  planning,  b)  develop 
strategies  for  quality  assessment  and  improve- 
ment, c)  identify  key  functions  that  cross  de- 
partmental boundaries,  and  d)  evaluate  these 
key  functions  with  cross-disciplinary  teams. 

Future  Directions 

The  framework  of  QA  and  CQI  monitoring  and 
evaluation  appears  well-suited  to  the  collection 
of  health-services  research  data,23  including 
more  sophisticated  measures  of  health  out- 
comes, how  care  costs  are  influenced  by  quality 
initiatives,  and  the  evaluation  of  clinical  prac- 
tice patterns.  Thus,  for  example,  the  Health 


New  Way 

Old  Way 

Improve  continuously 

Meet  standards 

Rely  on  process  control  and  design  improvement 

Rely  on  inspection  to  improve 

Understanding  improves  quality 

Incentives  improve  quality 

Leaders  enable  and  support 

Leaders  exhort  and  enforce 

Defects  come  from  process  design 

Defects  come  from  people 

Workers  try  hard 

Workers  don’t  try  hard  enough 

Improvement  is  possible  and  necessary 

Quality  is  fine 

Quality  saves 

Quality  costs 

Not  enough  time  not  to 

Not  enough  time 

Suppliers  are  partners 

Suppliers  are  problems 

Customers  are  partners 

Customers  are  problems 

Improve  across  functions 

Improve  within  functions 

Learn  from  data 

“Gut  fact”  understanding 

Table  2.  Comparison  of  quality  improvement  versus 

* Modified  from  McEachern,  et  al.27 

quality  assurance* 
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Care  Financing  Administration  (HCFA)  is  fol- 
lowing randomly  selected  Medicare  beneficia- 
ries through  all  their  encounters  with  the 
healthcare  system  to  yield  insight  about  the 
impact  of  practice  patterns  on  health  outcomes.24 
Multidisciplinary  patient  outcomes  research 
teams  (PORTS)  have  been  established  by  the 
Agency  for  Health  Care  Policy  and  Research  to 
study  ailments  such  as  low-back  pain  and 
ischemic  heart  disease  which  affect  large  num- 
bers of  Americans  and  for  which  optimal  and 
cost-effective  treatment(s)  is  not  clear.25  Simi- 
larly, QA  study  of  a pharmacy  department’s 
medication  distribution  procedures  may  lead  to 
increased  efficiency,  decreased  costs,  and  fewer 
errors;26  such  results  should  be  widely  dissemi- 
nated so  thathospitals  may  avoid  duplication  of 
the  same  QA  evaluations.  Other  areas  of  study 
include  how  the  costs  of  healthcare  provision 
are  influenced  by  QA  initiatives  and  how  health 
outcomes  are  altered  by  specific  interventions 
resulting  from  focused  QA  studies. 

It  is  clear  that  the  future  will  include  more 
emphasis  on  continuous  quality  improvement 
within  all  disciplines  of  healthcare,  but  valu- 
able aspects  of  QA,  such  as  assessing  patterns 
of  care,  should  be  retained  during  its  integra- 
tion with  CQI.  These  include:  a)  monitoring  all 
individual  practitioners  for  possible  evidence  of 
poor  judgement  or  questionable  competence,  b) 
case  review  of  sentinel  events  such  as  unex- 
pected morbidity  or  mortality,  c)  surgical  case 
review,  d)  appropriateness  of  orders  for  medica- 
tions or  procedures,  e)  significant  complica- 
tions of  treatment,  and  others.  The  goal  of  all 
quality-related  activities  is  to  improve  short 
and  long-term  patient  outcomes.  The  monitor- 
ing and  evaluation  functions  of  QA  and  CQI  are 
constantly  improving,  and  the  efficiency  of  hos- 
pitals, the  effectiveness  of  physicians,  and  the 
health  status  of  patients  will  all  benefit. 
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FROM  THE  AMA 


International  Consensus  Report 
Urges  Changes  in  Asthma  Treatment 


hicago-An  international  panel  of  asthma  ex- 
erts is  advising  physicians  to  adopt  a sweeping 
hilosophical  change  in  the  way  they  manage 
sthma. 

The  report  says  to  treat  asthma  not  as  an 
eisodic,  bronchospastic  disorder,  but  as  a 
ironic,  persistent  disease  with  inflammation 
t its  core.  That  is  the  word  from  the  Interna- 
onal  Asthma  Management  Project,  a working 
roup  of  18  physicians  and  scientists  convened 
y the  National  Heart,  Lung  and  Blood  Insti- 
lte  (NHLBI),  Bethesda,  Md.,  in  their  novv- 
deased  report  on  the  diagnosis  and  manage- 
lent  of  asthma. 

The  report  says  that  researchers  have 
arned  that  there  is  inflammation  of  the  air- 
ays  even  in  the  mildest  form  of  the  disease  and 
ven  when  patients  have  no  symptoms  of 
sthma.  Furthermore,  it  was  found  that  chronic 
sthma  is  not  always  reversible,  as  it  was  once 
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believed.  During  the  immune  response,  prolif- 
erating fibroblasts  deposit  extensive  networks 
of  collagen,  which  can  lead  to  fibrosis  and  i?-re- 
versible  airway  obstruction. 

In  addition  to  therapeutic  concerns,  the 
report  also  addressesthe  problem  of  noncompli- 
ance with  treatment  which  is  greater  than  50 
percent  in  both  child  and  adult  patients  with 
asthma.  Reasons  for  noncompliance  can  be  drug 
related,  such  as  awkward  regimens,  real  or 
imagined  side  effects,  and  fear  of  corticoste- 
roids. 


A copy  of  the  72-page  International  Consen- 
sus Report  on  Diagnosis  and  Management  of 
Asthma  may  he  obtained  by  writing  the  NHLBI, 
Information  Center,  P.O.  Box  30105,  Bethesda, 
MD.  20824-0105. 
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William  A.  Newcomb,  M.D. 
Stephen  L.  Hershey,  M.D. 


Brent  R.  Noyes,  M.D. 


Michael  J.  Axe,  M.D. 
Dav.id  T.  Sowa,  M.D. 


Are  Pleased  to  Announce  That 


ROBERT  A.  STEELE,  M.D. 

Has  Joined  Them  in  Practice  at 


WILMINGTON  ORTHOPAEDIC  CONSULTANTS,  P.A. 

Experienced  in  Trauma, 

Sports  Injuries  and  General  Orthopaedics 

Medical  Arts  Pavilion,  Suite  225 
4745  Ogletown-Stanton  Road,  Newark,  DE  19713 

(302)  731-2888  Office  Hours  by  Appointment 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAF  health  professions 

TOLL  FREE 
1 -800-4 23-USAF 
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LETTERS  TO  THE  EDITOR 


Health  Care,  Right  or  Privilege 


In  this  election  year,  the  news  media  are  full  of 
criticisms  of  the  deficiencies  of  our  health  care 
system.  To  strive  for  an  equitable  solution  to 
this  problem,  the  general  public  must  be  in- 
formed. The  solution  cannot  be  left  entirely  to 
the  politicians.  For  this  reason,  the  Delaware 
Alliance  for  Health  Care  in  cooperation  with 
I the  Center  for  Science  and  Culture  at  the  Uni- 
versity of  Delaware  will  present  an  all-dav 
conference  September  12,  1992,  at  the  Grand 
Opera  House  in  Wilmington  entitled,  “Health 
;Care,  Right  or  Privilege.”  Every  Delawarean 
will  be  invited,  including  physicians  and  other 
health  professionals,  educators,  Delaware  leg- 
islators, business  people,  and  all  the  butchers 
and  bakers  and  candlestick  makers.  Through- 
out the  day  an  impressive  selection  of  nation- 
ally recognized  experts,  physicians,  legislators, 
and  ethicists  will  address  the  national  and  local 
problems  in  health  care,  and  will  share  sugges- 
tions for  practical  solutions.  A list  of  those 
speakers  follows.  After  each  presentation,  there 
will  be  time  allotted  for  questions  and  answers. 
It  is  hoped  that  this  conference  will  help  the 
audience  understand  the  problems  better  and 
will  equip  them  for  working  toward  needed 
changes. 

Tickets  for  the  conference  will  be  $6  per 
person,  reduced  to  $3  for  senior  citizens  and 
students. 

The  conference  will  not  be  an  end  in  itself, 
but  a way  to  make  Delawareans  of  all  categories 
aware  of  the  problems  and  interested  in  work- 
ing together  for  solutions.  Those  who  are  inter- 
ested are  invited  to  join  the  Delaware  Alliance 
for  Health  Care.  This  is  a relatively  new  oi'ga- 


nization.  There  is  no  membership  fee.  Member- 
ship is  open  to  physicians  and  other  healthcare 
professionals  and  to  the  general  public;  in  short, 
to  anyone  wanting  to  work  toward  improved 
access  to  good  healthcare  for  all  Delawareans. 

For  a brochure  and  more  information  about 
the  September  12,  1992,  conference,  or  tickets 
for  it,  or  for  information  about  joining  the  Dela- 
ware Alliance  for  Health  Care,  please  phone 
302/834-9596  or  write  to:  Delaware  Alliance  for 
Health  Care,  5 Mahaffy  Drive,  Wilmington, 
Delaware  19809. 


Faculty  of  Speakers  Include... 

Daniel  Callahan,  Ph.D.,  E xecutive  Director, 
Hasting  Center,  Briarcliff  Manor,  New  York. 
Multiple  articles  on  bio-ethics  issues  facing 
medicine. 

John  G.  Campbell,  M.D.,  Clinical  Professor 
and  Vice  Chairman,  Department  of  Oto 
laryngology,  University  of  Oklahoma,  Tulsa, 
Oklahoma. 

M.  Joycelyn  Elders,  M.D.,  Director,  Arkan- 
sas Department  of  Health,  Little  Rock,  Arkan- 
sas. 


H.  Jack  Geiger,  M.D.,  Arthur  C.  Logan  Pro- 
fessor of  Community  Medicine,  City  University 
of  New  York  Medical  School. 

Senator  Bob  Kerrey  (D-NEj,  United  States 
Senate,  Washington,  D.C. 
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John  Lewin,  M.D.,  Director,  Hawaii  Depart- 
ment of  Health,  Honolulu,  Hawaii. 

David  Mechanic,  Ph.D.,  Director,  Institute 
for  Health,  Health  Care  Policy,  and  Aging  Re- 
search, Rutgers  University.  University  Profes- 
sor and  Rene’  Dubos  Professor  of  Behavioral 
Sciences. 

Douglas  Pierce,  M.D.,  Vice  Chairman  of  the 
Board,  Comprehensive  Health  Investment 
Project  of  Roanoke,  Virginia.  Associate  Clinical 
Professor,  University  of  Virginia. 

Irwin  Redlener,  M.D.,  Chief  of  Community 
Pediatrics,  Montefiore  Medical  Center.  Direc- 
tor of  New  York  Children’s  Health  Project  for 
homeless  children. 

Aaron  Shirley,  M.D.,  Project  Director,  Jack- 
son  HindsComprehensive  Health  Center,  Jack- 
son,  Mississippi. 

Paul  Starr,  Ph.D.,  Professor  of  Sociology, 
Princeton  University.  Pulitzer  prize-winning 
book,  The  Social  Transformation  of  American 
Med’™”0 

David  Platt,  M.D. 


School  Health  Talks  Program,  1992 

This  program  has  ended  its  third  school  year. 
Since  September  1991,  it  has  been  an  official 
project  of  the  Medical  Society  of  Delaware, 
under  the  name  of  “Physicians  and  Educators 
for  Improved  Student  Health.”  Laurel  A.  Haring, 
director  of  Professional  Education  and  Commu- 
nity Affairs  of  the  Medical  Society  of  Delaware, 
has  been  serving  as  administrative  coordina- 
tor. She  has  been  doing  a superb  job  of  market- 
ing to  the  schools  and  arranging  dates  between 
classrooms  and  physicians.  Dr.  David  Platt  has 
been  serving  as  medical  coordinator,  respon- 
sible for  writing  up  new  talks,  securing  appro- 
priate videotapes,  and  fielding  problems. 

Originally,  nine  subjects  were  suggested  to 
be  presented  to  classroom-size  groups  in  New 
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Castle  County  schools.  The  teachers  were  in- 
vited to  request  any  other  topics  they  thought 
needed.  To  date  there  are  23  topics,  and  the  list 
will  continue  to  grow.  The  subjects  are  listed 
below,  with  an  asterisk  after  the  most  fre- 
quently requested  ones: 

The  Aging  Process 
AIDS* 

Alcoholism 

Breast  Self-Examination 
Cholesterol  and  Diet* 

Date  Rape* 

Drug  Abuse 

Eating  Disorders:  Anorexia  Nervosa, 
Bulimia,  Obesity* 

Fetal  Alcohol  Syndrome 
Health  Problems  of  Minorities 
Hearing  Damage  or  Loss  from  Loud  Music 
Nutrition 

Prevention  of  Teenage  Violence* 
Self-Esteem  and  Self-Assertiveness 
Sexual  Abuse* 

Sexually  Transmitted  Diseases* 

Sexual  Problems* 

Smoking 

Steroids 

Stress 

Teenage  Pregnancy 
Teenage  Suicide* 

Testicular  Cancer 

Talks  were  originally  scheduled  for  9tb 
through  12th  grades.  At  the  request  of  the 
teachers,  they  were  gradually  extended  dowr 
to  5th  grade,  and  the  teachers  are  now  asking 
that  they  be  extended  even  lower.  From  the 
questions  asked  us  by  the  younger  students,  we 
are  convinced  that  the  teachers  are  judging  the 
need  correctly. 

The  classroom  presentation  consists  of  a 10 
or  15-minute  segment  of  a videotape  on  the 
subject,  followed  by  an  informal  talk  of  the 
same  length,  and  ending  with  a question-and 
answer  period.  We  invite  any  student  who  ha; 
a personal  problem  not  appropriate  for  class 
discussion  to  phone  directly  to  a participating 
physician,  with  his  or  her  home  phone  numbei 
on  the  class  chalkboard.  We  also  write  there  the 
phone  number  of  Tel-Med  and  encourage  stu 
dents  to  use  that  resource  for  more  informatior 
on  the  topic  being  discussed. 
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Response  has  been  gratifying,  with  excel- 
lent response  from  the  students.  In  the  1991- 
1992  school  year,  there  were  179  talks.  They 
were  given  by  the  following  physicians: 

John  J.  Egan,  M.D. 

Robert  W.  Frelick,  M.D. 

Mark  Glassner,  M.D. 

Robison  D.  Harley,  M.D. 

William  J.  Holloway,  M.D. 

Rebecca  Jaffe,  M.D 
John  M.  Levinson,  M.D. 

Joseph  A.  Lieberman  III,  M.D. 

Allston  J.  Morris,  M.D. 

David  Platt,  M.D. 

John  C.  Rawlins,  M.D. 

Charles  F.  Richards,  M.D. 

In  addition,  the  following  physicians  have  sig- 
nified their  willingness  to  participate  in  the 
program  in  the  future: 

Charles  Allen,  M.D. 

John  H.  Benge,  M.D. 

V.  Terrell  Davis,  M.D. 

George  N.  Eriksen,  M.D. 

Calvin  B.  Hearne,  M.D. 

Evelyn  P.  Ivey-Davis,  M.D. 

Louisa  C.  Mankin,  M.D 
Gerald  Savage,  M.D. 

William  D.  Shellenberger,  M.D. 
William  L.  Sprout,  M.D. 

Richard  H.  Weiss,  M.D. 

Leslie  W.  Whitney,  M.D. 


Beginning  September  1991,  the  program 
was  extended  to  Kent  and  Sussex  Counties  and, 
by  word  of  mouth,  to  the  parochial  and  private 
schools  of  Delaware.  For  the  1992-1993  school 
year,  we  are  officially  inviting  the  parochial 
and  private  schools  to  participate. 

Because  the  program  has  proved  successful 
and  the  requests  from  schools  for  talks  keeps 
increasing,  we  need  more  physicians  to  partici- 
pate, both  downstate  and  in  New  Castle  County. 
We  know  that  your  participation  will  be  person- 
ally rewarding;  the  interchange  with  the  stu- 
dents is  very  satisfying.  The  question-and-an- 
swer  segment  is  the  best  part  of  the  program. 
We  are  constantly  impressed  with  how  much 
the  young  students  know,  mixed  with  a good 
amount  of  misinformation,  and  often  a dis- 
torted sense  of  values. 

Participation  will  not  be  difficult.  Talks  will 
be  scheduled  for  you  only  when  and  at  what 
frequency  you  decide.  A videotape  and  an  out- 
line of  a suggested  talk,  to  be  modified  as  you 
see  fit,  will  be  supplied  to  you  for  each  topic. 

If  you  wish  to  volunteer,  or  ifyou  want  more 
information  about  the  program,  please  contact 
Laurel  A.  Haring  in  the  Medical  Society  of 
Delaware  office.  Please  volunteer;  the  students 
need  you. 

David  Platt,  M.D. 


OSTEOPOROSIS 


R.  Meckelnburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 
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• YOU  HAVE  NO  PENSION  PLAN 


PLEASE  SEND  ME  A copy  of  the  I.R.S.  "Favorable  Letter  of  Determination" 
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OBITUARY 


Edward  M.  Krieger,  M.D. 


Edward  M.  Krieger,  M.D.,  died  of  respiratory 
failure  on  Sunday,  June  21,  1992,  at  Foulk 
Manor  North  nursing  home  where  he  had  been 
a resident  patient  for  eight  years  following  a 
stroke  in  1984.  He  had  practiced  medicine,  with 
particular  interest  in  cardiology,  following  his 
internship  at  the  Delaware  Hospital  in  1936 
until  his  retirement  in  1984. 

Dr.  Krieger  was  born  in  Wheeling,  West 
Virginia,  on  May  30,  1908.  After  secondary 
education  there,  he  entered  West  Virginia  Uni- 
versity from  which  he  graduated  with  a B.A. 
degree  in  1930  and  a B.S.  degree  in  Medicine  in 
'1934.  Two  years  later  he  received  his  M.D. 
(degree  from  Ohio  State  University  in  Colum- 
bus, Ohio.  Following  his  graduation,  he  ob- 
tained a license  to  practice  in  Ohio  but  came  to 
Wilmington,  Delaware,  for  an  internship  at  the 
Delaware  Hospital.  He  completed  a rotating 
general  internship  in  June  1937  and  took  his 
medical  licensing  examinations  in  Delaware, 
after  which  he  opened  an  office  for  the  practice 
of  general  medicine  in  Wilmington. 

Subsequent  to  his  initial  practice  efforts,  it 
became  apparent  that  he  was  dissatisfied  with 
the  limiting  nature  of  general  practice,  and  he 
embarked  on  a systematic  effort  over  many 
years  to  specialize  in  internal  medicine  and 
cardiology.  Without  a lengthy,  structured  resi- 
dency program,  the  transition  from  general 
practice  to  specialist  was  difficult  and  pro- 
tracted, calling  for  a prolonged  period  of  perse- 
verance and  diligence.  During  this  time  he 
gained  the  knowledge  and  expertise  necessary 
to  establish  for  himself  and  for  the  community 
a reputation  in  the  fields  of  internal  medicine 
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and  cardiology.  This  was  a gradually  dimin- 
ishing route  for  a physician  to  take,  but  Dr. 
Krieger  steadfastly  pursued  this  goal  by  taking 
specialty  courses  in  various  aspects  of  internal 
medicine  and  cardiology  at  such  outstanding 
medical  institutions  as  the  Graduate  School  of 
Medicine  of  the  University  of  Pennsylvania, 
Harvard  Medical  School,  Michael  Reese  Hospi- 
tal Vascular  Institute  in  Chicago,  and  at  Temple 
University,  and  Columbia-Presbyterian  Hospi- 
tal in  New  York.  1 le  transformed  bis  skills  from 
the  level  of  general  practice  to  those  of  a recog- 
nized cardiologist  and  internist.  At  the  same 
time,  be  moved  into  the  department  of  Medi- 
cine, Section  of  Cardiology  of  the  Delaware 
Hospital  (later  the  Medical  Center  of  Dela- 
ware), as  it  was  recognized  that  by  his  efforts  he 
had  established  himself  in  a manner  which  took 
him  out  of  the  designation  of  general  practice, 
even  though  general  practice,  or  more  accu- 
rately family  practice,  had  been  established  as 
hospital  specialty  of  its  own. 

In  1957  Dr.  Krieger  was  appointed  head  of 
the  medical  staff  of  the  Delaware  State  Correc- 
tional System.  He  was  a former  president  and 
member  of  the  board  of  directors  of  the  Dela- 
ware Heart  Association.  He  was  also  a member 
of  the  American  College  of  Cardiology  and  served 
in  197 1 as  governor  of  the  Delaware  chapter  of 
this  organization.  He  was  a member  of  the  New 
Castle  County  Medical  Society,  the  Medical 
Society  of  Delaware,  and  the  American  Medical 
Association.  He  was  an  associate  member  of  the 
American  College  of  Physicians  and  a member 
of  the  Delaware  Academy  of  Physicians. 
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In  1974  he  transferred  from  an  active  posi- 
tion on  the  staff  of  the  Medical  Center  of  Dela- 
ware to  that  of  Honorary.  In  1982  he  requested 
thathis  name  be  removed  from  the  staff  mailing 
list  as  part  of  his  retirement  efforts.  He  had 
been  on  the  Courtesy  staffs  of  the  Memorial, 
Wilmington  General,  and  St.  Francis  hospitals. 

It  may  be  somewhat  atypical  in  an  account 
such  as  this  one,  but  writing  as  a retired  urolo- 
gist, I would  like  to  note  that  Dr.  Krieger  had  a 
more  than  customary  life  span  for  a person  who 
had  one  kidney  removed  for  tuberculosis  at  a 
time  when  no  antibiotic  therapy  for  this  disease 
was  available.  He  demonstrated  that  the  life 
expectancy  of  persons  with  one  good  kidney  is 
not  necessarily  shortened.  Also,  an  aspect  of  his 
life  with  which  I was  unaware  had  to  do  with  an 
interest  in  horses  and  his  trips  to  Keeneland, 
Kentucky,  in  order  to  purchase  horses  for  rac- 
ing and-breeding.  He  did  well  in  his  practice, 
well  enough  to  enjoy  this  sport  of  kings. 


Dr.  Krieger  is  survived  by  his  wife,  Jane 
Phelps  Krieger;  two  sons,  Edward  M.  Jr.  of 
Wilmington  and  Zack  P.  of  Bowie,  Maryland: 
four  daughters,  Karen  Ann  Lindley  of 
Wilmington,  Jane  K.  Bahr  of  Lanexa,  Virginia, 
Sandra  Lynn  Hobbs  of  Chadds  Ford,  Pennsyl- 
vania, Mary  Elizabeth  Krieger  of  Wilmington; 
and  eight  grandchildren.  A private  graveside 
service  was  held.  For  anyone  wishing  to  make 
contributions  in  his  memory,  the  family  sug-j 
gests  the  Mental  Health  Association  of  Dela- 
ware. 

Dr.  Krieger  is  notable  for  his  strength  of 
character  and  an  ambition  to  improve  his  capa- 
bi li ties  beyond  that  which  his  primary  medical 
education  and  training  provided.  This  dedica- 
tion and  the  accomplishmentshe  achieved  prob- 
ably reflected  the  same  forces  which  saw  him 
through  his  potentially  disabling  surgery  and, 
in  a way,  made  him  a better  doctor. 

Norman  L.  Cannon,  M.D. 


Leonardo 

COULD  HAVE  QUALIFIED 
FOR  AMWA 
MEMBERSHIP. 


Can  you1 


AMERICAN 
MEDICAL  WRITERS 
ASSOCIATION 


AW 
WA 


The  great  Renaissance  man  could  have  made  it  on  the  strength  of  hi 
medical  writing  alone... 

Or  as  an  illustrator, 

Or  simply  as  a medical  scientist. 

You  can  earn  membership  in  the  American  Medical  Writers  Associati 
— AMWA — by  being  any  one  of  these,  as  well  as  by  being  a doctor,  dentist 
editor,  librarian,  educator,  medical  photographer...  or  by  being  professional! n 
volved  in  medical  communication. 

The  one  inflexible  criterion:  you  must  share  the  conviction  of  AMWA 
3,700  members  that  clear,  concise  communication  is  a vitally  important  art 
that  must  be  cultivated  and  refined. 

To  achieve  that  end,  AMWA  conducts  extraordinary  workshops,  plen;/ 
sessions  and  forums  in  a variety  of  specialized  facets  of  communications  — 
including  explorations  into  the  latest  electronic  media.  It  holds  local,  regioi , 
national,  and  international  meetings  that  enable  writers,  editors,  physician; 
film-  and  videomakers,  publishers,  illustrators  — a wide  spectrum  of  scient : 
communicators  to  meet  and  exchange  ideas.  And  AMWA  publishes  a refere 
journal  that  exists  for  one  purpose  only  — to  encourage  and  nurture  concist 
lucid  medical  communications. 

To  learn  more  about  how  to  torn  the  rapidly  growing  ranks  of  AMWA 
members  who  share  your  concerns,  write,  call,  or  fax  the  American  Medica 
Writers  Association,  9650  Rockville  Pike,  Bethesda  Maryland  20814, 
(301-493-0003,  fax  301-493-0005). 

lust  because  da  Vinci  missed  out  on  AMWA  membership 
is  no  reason  you  should! 
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Final  Exit,  Derek  Humphry,  published  by 
Hemlock  Society,  distributed  by  Card  Publishi- 
ng, Secaucus,  N.J.,  1991,  192  pp,  $16.95. 

Derek  Humphry  has  been  a journalist,  first  in 
Great  Britain  and  then  in  the  United  States.  In 
iL980'he  was  one  of  three  founders  of  the  Hem- 
lock Society  and  has  been  its  executive  director 
from  then  through  the  present.  The  Society's 
goal  is  to  campaign  for  the  right  of  a competent, 
terminally  ill  person  to  choose  voluntary  eutha- 
nasia and  to  request  and  receive  physician  help 
ander  carefully  chosen  circumstances.  At 
1 oresent,  only  the  Netherlands  permits  this.  All 
profits  from  Final  Exit  are  assigned  to  the 
Hemlock  Society. 

Derek  Humphry  has  published  three  previ- 
ous books  relating  to  this:  Jean's  Way,  the  story 
of  how  he  helped  his  first  wife,  who  had  termi- 
nal metastatic  breast  cancer;  Let  Me  Die  Before 
jlf  Wake\  and  The  Right  to  Die  - Understanding 
Euthanasia. 

There  is  presently  in  our  country  a ferment 
on  the  subject  of  death  with  dignity.  Effective 
i July  1,  1992,  the  federal  Patient  Self-Determi- 
nation Act  requires  all  hospitals  and  other 
, healthcare  facilities  receiving  federal  funds  to 
advise  all  patients  on  admission  of  their  right  to 
make  living  wills. 

Humphry’s  newest  book  coincided  with  a 
■ storm  of  interest  in  euthanasia  and  was  long  on 
the  non-fiction  best  seller  list.  This  book  is 
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different  from  the  others.  It  is  a “how-to"  hand- 
book of  self-deliverance.  It  discusses  which 
methods  are  good  and  which  are  impractical  or 
otherwise  inadvisable  (e.g.,  too  gruesome  for 
family  or  friends).  It  includes  four  pages  of 
tables  of  drugs  which  can  do  the  job,  with 
generic  and  trade  names,  how  the  drugs  can  be 
obtained,  and  how  many  tablets  or  capsules  are 
needed. 

Previously  when  similar  handbooks  were 
printed,  they  were  distributed  only  to  members 
of  the  “death  with  dignity”  societies.  Humphry 
himself  gives  recognition  to  the  danger  of  offer- 
ing this  book  to  the  general  public:  “If  you  are 
considering  taking  your  life  because  you  are 
unhappy,  cannot  cope,  or  are  confused,  please 
do  not  use  this  table,  but  contact  a Crisis  Inter- 
vention Center  or  Suicide  Prevention  Center-- 
an  unfinished  life  is  a terrible  thing  to  waste. 
This  information  is  meant  for  consideration 
only  by  a mature  adult  who  is  dying  and  wishes 
to  know  about  self-deliverance.” 

I think  offering  this  hook  for  sale  to  the 
general  public  was  a reckless  act.  Despite  the 
author's  disclaimer,  there  is  little  or  nothing  to 
prevent  its  use  by  countless  persons  tempo- 
rarily depressed  enough  to  feel  their  lives  ahead 
will  be  nothing  but  despair  and  hopelessness. 
We  can  all  agree  with  Derek  Humphry,  “An 
unfinished  life  is  a terrible  thing  to  waste.” 

David  Platt,  M.D. 
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DIAGNOSTIC  IMAGING  ASSOCIATES 


Unparalleled  service 

accuracy 

convenience 


We  offer  state-of-the-art  body  imaging  at  ten  convenient  locations  with  a complete  range  of 
diagnostic  imaging,  including: 


High-field  MRI 

MR  Angiography  (Superior  1.5  Tesla  image  quality) 
Nuclear  diagnostic  studies  and  SPECT  imaging 
CT  Scan 

Low-dose  mammography 
OB  and  general  ultrasound 
Fluoroscopy 
General  radiology 


Diagnostic  Imaging  Associates'  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologist  work  with  the  highest  quality  equipment  for 
the  clearest  images.  We  also  have  acquired  special  Phased  Array  Coils  which  enable  higher 
resolution  imaging  of  any  body  part. 

Our  ten  DI A offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are  sched- 
uled promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 


Diagnostic  Imaging  Associates 


Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  K- 15  Omega  Professional  Center  • Newark  • 368-8150 

Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 

Lindell  Radiology  Suite  11-1601  Milltown  Road  • Wilmington  • 995-2037 

Lindell  CT  Imaging  Suite  13-1601  Milltown  Road  • Wilmington  • 995-2037 

Brandywine  Imaging  Center  Suite  E-l  - Foulk  Road  • Wilmington  • 654-5300 

Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


IN  BRIEF 


If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant 
information  to  Editor,  Delaware  Medical  Journal.  1925  Lovering  Avenue,  Wilmington,  DE  19806- 
2166.  Information  must  be  received  by  the  first  of  the  month,  two  months  before  publication. 


PHYSICIANS’  HEALTH  COMMITTEE 

Do  you  know  an  impaired  physician  or  a physician  i n trouble?  The  Physicians’  Health  Committee 
wishes  to  help.  Please  call  302/654-1001.  All  actions  of  the  Physicians’  Health  Committee  are 
confidential,  and  the  identity  of  the  reporter  will  not  be  disclosed. 


! INSPECTOR  GENERAL  KUSSEROW  QUITS 

U.S.  Inspector  General  Richard  Kusserow  told  his  senior  staff  that  he  will  leave  his  post  at  the 
Department  of  Health  and  Human  Services.  “We  wish  Kusserow  good  luck  in  his  next  career  and 
we  look  forward  to  a constructive  relationship  with  his  successor,”  the  AMA  said.  In  1990  the  AMA, 
American  Hospital  Association  and  38  state  medical  associations  called  for  Kusserow’s  resignation. 
“In  his  nine  years  as  inspector  general,  Kusserow  has  failed  to  demonstrate  the  balance,  objectivity 
andjudgment  essential  to  thejob,”  the  AMA  told  HHS  Secretary  Louis  W.  Sullivan,  M.D.  Thousands 
of  physicians  were  outraged  when  the  IG,  who  is  responsible  for  investigating  charges  of  Medicare 
fraud,  defamed  a deceased  physician  on  the  September  20,  1990,  telecast  of  “ABC  Prime  Time  Live.” 
ji  Kusserow  made  an  unsubstantiated  claim  that  the  physician  was  drug-impaired. 

Ill  BILL  WOULD  MODIFY  ANTITRUST  LAWS 

Representative  Bill  Archer  (R,  Texas)  introduced  legislation  that  would  give  the  medical  profession 
broader  ability  to  regulate  itself.  The  measure  would  modify  antitrust  laws  that  currently  are  used 
to  strike  down  and  discourage  self-regulatory  programs.  The  AMA  helped  draft  the  bill.  “The 
medical  profession  is  proud  of  its  unique  ethical  tradition  and  of  the  pervasive  peer  review  and 
standard-setting  organizations  it  supports,”  said  Board  of  Trustees  Chairman  Joseph  T.  Painter, 
M.D.  “Representative  Archer’s  bill  will  provide  the  regulatory  relief  needed  to  sustain  and 
strengthen  that  tradition.” 
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Nuclear 


MEDICINE 


Available  at  our  Newark  location  with 
fast,  efficient  scheduling  & turn-arounc 


Stress  Thallium 
Persantine  Thallium 
Gated  Cardiac  Imaging  (MU  41 
Bone  Scans 

Thyroid  Uptake  and  Scan 
Liver/Spleen  Scan 
Indium  HI  Labeled  WBC's 
Renal  Scan 
Gallbladder 


Omega  Nuclear  Diagnostic  Center  ensures  tl 
highest  quality  services  to  your  patients,  whore 
scheduled  promptly  and  treated  with  persons 
and  efficient  care.  Prompt  reporting  via  fax  tl 
high  resolution  image  copy  are  available.  Fo 
more  infonnation  please  call, 

(302)  368-81) 


Omega  Nuclear  Diagnostic  Cents 

is  an  affiliate  of 


Diagnostic  Imaging 
Associates 


OMEGA  NUCLEAR  DIAGNOSTIC  CENTER 

Omega  Professional  Center  • 15  Omega  Drive  • Blc 
Newark  DE  19713  • (302)368-8150 


PRESIDENT  S PAGE 


Update  on  the  Voluntary  Initiative  Program 
and  Board  of  Medical  Practice 


)n  September  3,  the  Delaware  Health  Care 
Commission  awarded  the  Medical  Society  a 
125,000  grant  to  fund  the  Voluntary  Initiative 
’rogram. 

As  has  been  discussed  in  my  earlier 
’resident's  Pages,  the  VIP  was  created  in  re- 
ponse  to  concerns  that  thousands  of  Medicaid 
latients  are  having  a hard  time  finding  a family 
octor.  VIP’s  goal  is  not  only  to  set  up  a service 
hat  will  match  patients  and  doctors,  but  also  to 
Formally  recognize  those  physicians  who  have 
significantly  contributed  to  the  Medicaid  pro- 
gram in  the  past.  Efforts  will  also  be  made  to 
cecruit  more  primary  care  physicians  to  prac- 
icein  Delaware.  The  VIP  conceptis  intended  to 
romote  a more  long-term  match  that  will  en- 
ourage  greater  continuity  of  care  for  Delaware 
i esidents. 

The  grant  will  be  used  for  program  plan- 
ing and  devlopment  and  first-year  operations 
cheduled  to  begin  somtime  in  the  first  quarter 
f 1993.  The  VIP  will  ultimately  support  itself 
jihrough  charitable  gifts  and  fund  raising. 

The  Medical  Society  has  formed  an 
linplentation  task  force  to  oversee  the  VIP's 
Planning  and  development  phase.  The  task 
irce  will  be  chaired  by  Joe  Lieberman,  who  is 
; ssisted  by  Dan  Alvarez,  Michael  Bradley,  Steve 
'■'ermut,  David  Platt  along  with  myself  in  this 
nportant  endeavor.  Activities  during  this  ini  - 
al  plahse  will  include  hiring  a nurse  coorclina- 
ir,  designing  and  implementing  a computer- 
:ed  database,  eligibility  verification  and  track- 
ig  system  and  installing  two  '800'  telephone 
, nes.  This  is  a major  task,  but  one  we  have 
ssumed  with  complete  confidence  that  the 
ledically  needy  will  be  better  served  in  our 
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state  because  of  the  Society's  efforts  in  this 
regard.  I wish  to  thank  the  implementation 
task  force  for  its  hard  work  and  each  one  of  you 
for  your  support  in  this  important  undertaking. 

The  Medical  Society  of  Delaware  sends  its  con- 
gratulatory praise  to  Dr.  E.  Wayne  Martz  for 
his  recent  appointment  as  executive  director  of 
the  Board  of  Medical  Practice. 

Assuming  his  role  on  the  board  on  August  3, 
Dr.  Martz,  along  with  the  other  18  board  mem- 
bers, must  oversee  the  quality  of  medical  prac- 
titioners of  the  state  of  Delaware.  In  doing  so, 
the  highest  level  of  qualified,  ethical  physicians 
practicing  quality  medicine  is  maintained 
throughout  the  state. 

Although  Dr.  Martz  will  undoubtedly  be 
busy,  he  will  continue  his  role  as  editor  of  the 
Delaware  Medical  Journal,  a position  he  has 
held  since  January  1989. 

Dr.  Martz  plans  to  convey  his  experiences 
at  the  BMP,  through  articles  detailing  the  ac- 
tivities of  the  organization  in  later  journal  is- 
sues. 

The  Society  knows  the  hard  work  Dr.  Martz 
has  put  into  the  journal  and  he  will  no  doubt 
extend  the  same  dedication  to  the  Board  of 
Medical  Practice. 


James  P.  Marvel,  Jr.  M.D. 
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The  Third  Annual  Meeting 
on  Pain  Management: 
Chronic  Pain 

Saturday,  November  7,  1992 
7:30  a.m.  - 12:30p.m. 

Delaware  Academy  of  Medicine 
1925  Lovering  Avenue 
Wilmington , Delaware  19806 


Sponsored  by 


Medical  Society  of  Delaware 

i 

hi  Cooperation  With 
Medical  Center  of  Delaware 
Delaware  Curses'  Association 
Delaware  'Pharmaceutical  Society 

For  information  or  to  register,  call  the  Medical  Society  of  Delaware 

302  6 78-  7596 
800  348-6800 


The  Medical  Society  of  Delaware  is  accredited  by  the  Accreditation  Council  for  continuing  Medical  Education  (ACCME)  to  sponsor  continuing  medical  education  for  phys  ns 
The  Medical  Society  of  Delaware  designates  this  continuing  medical  education  activity  for  A credit  hours  in  Category  1 of  the  Physician's  Recognition  Award  of  the  Am  3n 
Medical  Association 

Delaware  Nurses'  Association  is  accredited  as  a provider  of  Continuing  Education  in  Nursing  by  the  American  Nurses  Crcdcnualmg  Center  Commission  on  Accreditatior  his 
program  has  been  approved  for  A 8 contact  hours  by  the  Delaware  Nurses'  Association 

Du  Pont  Pharmaceuticals  is  approved  by  the  American  Council  on  Pharmaceutical  Education  as  a provider  of  continuing  pharmaceutical  education  This  4 | 

program  has  been  approved  for  A 5 CEL  (A  5 contact  hours)  of  continuing  pharmaceutical  education  IL/  „ 

It  is  the  policy  of  the  Medical  Society  of  Delaware  to  comply  with  the  ACCME  Guide  lines  for  Commercial  Support  of  Continuing  Medical  Education  In  keeping  with  -sej 
guidelines,  all  faculty  participating  in  continuing  medical  education  programs  sponsored  by  the  Medical  Society  of  Delaware  are  expected  to  disclose  to  the  program  au<  i«| 
any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presen  tan  on  (s) 

This  program  supported  in  part  by  educational  grants  from  Du  Pont  Pharma  and  Syntex 


SCIENTIFIC  ARTICLE 


Implementation  of  the  Haemophilus  B Vaccine 
for  Infants  by  Family  Physicians 


William  B.  Funk,  M.D. 
Barbara  P.  Urban,  M.D. 


Vbstract 

This  study  surveyed  the  members  of  the  Depart- 
nent  of  Family  Practice  in  a community  hospi- 
,al  regarding  the  implementation  of  the  newly 
•ecommended  immunization  protocol  using 
iaemophilus  Influenzae  B Vaccine  (HbOC)  for 
nfants  at  2,  4,  and  6 months  of  age.  The  purpose 
vas  to  assess  the  ability  of  the  physicians  to 
niter  their  established  practices  in  a timely 
ashion.  The  results  show  that  initially  38/66 
!58  percent)  of  the  family  physicians  who  care 
ror  infants  and  children  were  using  the  new 
l/accine  already  (eight  to  10  weeks  after  FDA 
lelease).  An  additional  11  (17  percent)  had  be- 
jun  using  the  vaccine  by  a second  interview 
our  weeks  later.  Another  six  (nine  percent) 
•esponded  to  a call  by  a family  practice  resident. 
The  remaining  16  percent  preferred  to  await 
governmental  regulations  or  did  not  respond  to 
nterview.  Despite  uncertain  communications 
,o  family  physicians  in  this  community,  the 
najority  were  aware  of  and  adapted  readily  to 
lew  immunization  recommendations.  Prompt 
notification  of  all  physicians  regarding  impor- 
tant new  vaccine  protocols  can  have  a signifi- 
cant impact  on  the  health  of  infants  and  chil- 
Iren. 


)r.  Funk  is  Director  of  the  Department  of  Family  Medicine 
3t.  Francis  Hospital,  Wilmington,  Delaware. 

)r.  Urban  is  a family  physician  for  the  Air  Force  at  Dover 
Ur  Base,  Dover,  Delaware. 
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Haemophilus  Influenzae  type  B (Hib)  is  a major 
pathogen  in  infants  and  young  children  and  is 
the  leading  cause  of  invasive  bacterial  disease 
in  young  children.  Hib  infection  has  a peak 
incidence  between  6 months  and  1 year  of  age 
and  a seasonal  peak  incidence  in  the  mid-Atlan- 
tic states  during  the  winter  months. 1 Treatment 
can  be  effective,  but  morbidity  and  mortality 
remain  substantial.2  Prevention  through  vacci- 
nation would  be  the  best  approach  and  has  been 
useful  at  18  months  of  age  and  beyond.  How- 
ever, an  effective  vaccine  to  prevent  the  major- 
ity of  Hib  disease  has  not  been  available  until 
very  recently. 

An  effective  conjugate  vaccine  HbOC  (Hib 
Titer)  against  Hib  invasive  disease  was  ap- 
proved by  the  FDA  October  4,  1990,  for  use  in 
infants  in  a three-dose  immunization  at  2,  4, 
and  6 months  of  age  with  a booster  dose  after  15 
months  of  age.  Unvaccinated  infants  7 to  14 
months  of  age  were  also  to  receive  immuniza- 
tions on  a modified  schedule.5  Subsequent  to 
this  announcement,  the  FDA  also  approved 
PRP-OMD  (Pediavax  Hib)  for  use  in  infants. 

This  information  was  distributed  promptly 
by  various  weekly  medical  publications  such  as 
Morbidity  and  Mortality  Weekly  Report,  The 
Family  Practice  News,  and  the  American  Acad- 
emy of  Pediatrics  News,  as  well  as  by  the  lay 
press  such  as  The  Wall  Street  Journal.  The 
impact  on  the  medical  community  and  the  imple- 
mentation of  the  recommendations  remained 
unknown.  Traditional  sources  of  reliable  infor- 
mation, such  as  monthly  medical  journals,  have 
difficulty  presenting  rapidly  changing  guide- 
lines, and  ifthey  try  to  disseminate  the  informa- 
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tion,  it  may  already  be  out  of  date  by  the  time  of 
publication.45  The  timing  of  the  October  an- 
nouncement by  the  FDA  presented  the  medical 
community  with  the  unique  opportunity  of  im- 
munizing most  infants  at  risk,  at  least  once, 
prior  to  the  peak  incidence  season  if  the  medical 
community  could  move  quickly  enough.  How- 
ever, without  uniform  notification  and  imple- 
mentation mechanisms  in  place,  the  question 
arose  as  to  how  many  physicians  were  aware  of 
the  new  recommendations  and  were  actually 
implementing  the  changes  in  order  to  give  the 
infants  in  the  community  their  best  chance  of 
avoiding  invasive  Hib  disease. 

The  American  Academy  of  Pediatrics, 
through  the  Committee  on  Infectious  Diseases 
(the  “Red  Book  Committee”),  addressed  the 
issue  of  prompt  notification  by  sending  a special 
communication  to  all  of  its  members  recom- 
mending that  the  FDA  guidelines  be  imple- 
mented immediately.6  This  prompt  response 
was  facilitated  by  the  coincidental  gathering  of 
most  of  the  members  of  this  committee  on  the 
West  Coast  for  a national  meeting.  However, 
pediatricians  who  were  not  members  of  the 
American  Academy  of  Pediatrics  and  other 
members  of  the  medical  community  that  care 
for  infants,  such  as  family  physicians,  did  not 
receive  this  communication.  Family  practition- 
ers in  our  community  care  for  a substantial 
number  of  infants  and  children.  We  undertook 
this  study  to  determine  the  level  of  compliance 
with  these  changed  indications  and,  in  addi- 
tion, attempted  interventions  at  several  levels 
to  encourage  rapid  implementation  of  these 
changes  among  those  previously  unaware  of 
the  new  guidelines. 

Results 

The  members  of  the  Department  of  Family- 
Practice  of  the  St.  Francis  Hospital  were  polled 
regarding  their  use  of  HbOC  in  keeping  with 
the  new  recommendations.  There  were  101 
community  family  physicians  initially  identi- 
fied as  members  of  the  department,  with  66 
members  identified  as  taking  care  of  infants 
and  young  children.  The  66  family  practition- 
ers identified  as  taking  care  of  infants  and 
children  were  called  by  a secretary  and  asked  if 
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they  had  the  HbOC  vaccine  and  were  using  it  on 
the  newly  recommended  schedule  of  2,  4,  and  6 
months,  and  on  the  accelerated  schedule  for 
older  infants.  The  telephone  poll  was  done  eight 
to  10  weeks  after  the  original  announcement  by 
the  FDA  on  October  4,  1990.  Of  the  66  family 
physicians  seeinginfants  and  children,  38  (57.7 
percent)  stated  by  phone  interview  that  they 
had,  and  were  using,  the  vaccine.  For  those  who 
were  not  using  the  HbOC  according  to  the  new 
recommendations,  literature  was  mailed  to  their 
office,  to  the  attention  of  the  physician.  This 
information  included  a copy  of  the  original 
recommendation  as  printed  in  the  MMWR,  j 
October  5,  1990,  as  well  as  copies  of  other 
information  supporting  its  use.  At  12  to  14 
weeks  after  the  original  October  4 announce-  [ 
ment,  a second  intervention  was  done  by  a 
second-year  family  practice  resident.  By  the 
time  of  this  second  survey,  an  additional  11 
doctors  (16.6  percent)  had  begun  using  the 
vaccine  upon  receipt  of  the  additional  informa- 
tion. For  those  who  were  still  not  using  the  i 
vaccine,  the  family  practice  resident  attempted 
intervention  bv  phone  and  with  additional 
mailings  of  literature. 'As  a result  of  the  family 
practice  resident’s  intervention,  an  additional 
six  doctors  <9  percent)  agreed  to  start  using  the 
vaccine  and  were  confirmed  subsequently  to 
have  started  it.  The  remaining  11  physicians 
(16.7  percent)  who  had  not  started  the  vaccine 
at  its  newly  recommended  schedule  had  vari- 
ous reasons  for  not  starting.  Four  physicians 
stated  that  they  were  interested  and  wanted  to 
staid  but  at  the  time  of  the  confirmation  call 
they  still  had  not  started.  In  addition,  three 
physicians  stated  that  they  would  not  start  the 
vaccine  until  it  was  made  mandatory  by  the1 
state.  The  remainingfour  physicians  either  did 
not  return  calls  or  did  not  express  any  interest 

Discussion 

The  incidence  of  invasive  Haemophilus 
Influenzae  b disease  peaks  between  6 and  12 
months  of  age,  and  approximately  55  percent  of 
disease  occurs  between  6 and  18  months  of  age. 
An  estimated  12,000  cases  of  Haemophilus 
Influenzae  b meningitis  occurred  annually  prior 

i 
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to  the  routine  use  of  conjugate  vaccines  in 
toddlers.1,7 

HbOC  has  been  found  to  be  safe.  One  dose 
generated  a minimal  protective  antibody  re- 
sponse in  infants  of  1 to  2 months  of  age. 
However,  two  doses  two  months  apart  gener- 
ated a truly  protective  response  in  more  than  90 
percent  of  infants.8 

The  opportunity  to  offer  HbOC  vaccination 
to  protect  infants  this  winter  existed  and,  as 
seen  in  this  study,  57.5  percent  of  the  family 
physicians  caring  for  infants  and  young  chil- 
dren in  the  St.  Francis  Family  Practice  Depart- 
ment promptly  began  to  use  the  vaccine. 

Although  the  American  Academy  of  Family 
Physicians  presented  formal  recommendations 
October  29,  1990,  regarding  the  use  of 
Haemophilus  b conjugate  vaccine  use,  these 
recommendations  were  not  immediately  sent  to 
all  members.  Traditional  sources  of  informa- 
tion may  have  confused  family  physicians  with 
different  recommendations.34  F amily  physicians 
may  be  unwilling  to  change  their  immunization 
schedule  based  on  information  in  the  Family 
Practice  News.  Many  family  physicians  may 
I have  missed  the  “Clinical  Briefs”  report  of  The 
I'  New  Schedule  for  Haemophilus  Vaccine  at  the 
!b  back  of  the  December  1990  issue  of  American 
# Family  Physician  published  by  the  American 
Academy  of  Family  Physicians,  resulting  in  the 
possibility  of  only  one  vaccination  prior  to  the 
onset  of  winter.9  Despite  this,  57.5  percent  of 
the  family  physicians  stated  they  were  using 
the  vaccine  at  the  new  schedule  by  early  De- 
cember. 

This  study  also  revealed  that  an  additional 
25.5  percent  of  the  family  physicians  were  will- 
fing  to  implement  these  changes  once  they  be- 
came aware  of  them  by  mailings  (16.6  percent) 
or  aware  of  what  their  peers  were  doing  (9 
percent)  by  notification  and  intervention  by  a 
family  practice  resident. 

This  study  demonstrated  that  a substantial 
minority  (16.7  percent)  would  not  start  the  new 
’ schedule  of  vaccine  use  unless  mandated  by 
state  regulation  or  perhaps  by  patient  demand. 

The  HbOC  vaccine  {Haemophilus Influenzae 
b conjugate)  was  the  first  new  vaccine  recom- 
mendation for  infants  in  two  decades.  New  and 
safer  vaccines,  such  as  the  acellular  pertussis 


vaccine  will  be  introduced  during  the  next 
decade.  This  study  indicated  that  a substantial 
group  of  family  physicians  (57.5  percent)  of  the 
Department  of  Family  Practice  at  St.  Francis 
Hospital  monitor  multiple  information  sources 
and  are  willing  to  quickly  change  their  prac- 
tices based  on  this  information.  A significant 
minority  (25.5  percent)  would  have  changed 
their  practices  if  thoroughly  informed.  This 
suggests  that  both  groups  would  have  treated 
their  patients  differently  if  a formal  and  rapid 
notification  process  of  significant  immuniza- 
tion changes  was  in  place. 
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SCIENTIFIC  ARTICLE 


Breast  Cancer:  Failure  to  Diagnose 


Breast  cancer  is  a common  disease  occurring  in 
one  out  of  10  women  in  the  United  States.1  Its 
frequent  occurrence  places  physicians  at  in- 
creasing risk  for  costly  malpractice  claims  that 
allege  failure  to  diagnose  breast  cancer.  A re- 
cent study  conducted  by  the  Physician  Insurers 
Association  of  America  (PIAA),  a national  coa- 
lition of  doctor-owned  insurance  companies, 
showed  that  failure  to  diagnose  breast  cancer 
was  the  second  most  common  reason  physicians 
were  sued  and  the  most  expensive  claim  cat- 
egory for  medical  malpractice  insurers.2 

One  of  the  important  findings  of  the  study 
nshowed  the  importance  of  listening  to  patients, 
jin  69  percent  of  all  the  claims  studied,  the 
I patient  found  the  lump  in  her  breast,  but  her 
doctor  failed  to  respond  appropriately.3  The 
following  case  provides  risk  management  les- 
sons regarding  failure  to  diagnose  breast  can- 
cer even  when  the  patient  informed  her  doctor 
that  she  found  a lump. 

Case  History 

A.  28-year-old  woman  presented  to  a registered 
nurse  (R.N.)  in  a gynecological  office  with  a 
lump  in  her  right  breast  she  noticed  about  one 
week  before  her  period,  in  May  1987.  Clinical 
records  indicated  that  the  woman’s  medical 
history  included  several  risk  factors  for  breast 
cancer:  three  cousins  who  had  mastectomies 

Reprinted  with  permission  from  Judith  M.  Bulau,  M.S.N., 
R.N. (healthcare  manager  in  the  Risk  Management  Ser- 
vices Division  at  The  St.  Paul  Companies).  Journal  of  the 
Arkansas  Medical  Society.  1992;89(2):96-99. 
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due  to  breast  cancer;  she  smoked  two  to  three 
cigarettes  daily,  and  she  used  oral  contracep- 
tives. 

A breast  examination  was  performed  by  the 
R N.  whose  impression  was  possible  fibrocystic 
breast  disease.  The  R.N.  consulted  with  her 
supervising  gynecologist  who  ordered  a 
mammogram  because  of  the  woman’s  signifi- 
cant family  history  of  breast  cancer.  A 
mammogram  was  performed  seven  days  later 
and  interpreted  as  negative. 

The  woman  presented  to  the  same  R.N.  for 
vaginal  discharge  and  right  breast  pain  on 
September  25.  Another  breast  examination  was 
performed  by  the  R.N.  who  documented,  “The 
right  breast  in  approximately  between  the  10:00 
and  12:00  position  there  is  some  fibrocystic 
changes.” 

Again,  the  R.N.  consulted  with  the  same 
physician,  and  it  was  determined  that  the  breast 
pain  was  due  to  fibrocystic  changes.  The  woman 
was  offered  a surgical  consultation  if  she  de- 
sired but  was  also  informed  that  her  examina- 
tion was  negative.  The  woman  requested  a 
second  opinion  and  was  given  a referral  and 
appointment  to  see  a surgeon  in  six  weeks. 

On  October  13,  the  woman  presented  to  a 
family  practice  physician  for  a second  opinion. 
She  complained  of  a “boil"  she  noticed  a few 
weeks  earlier  under  her  right  arm.  A breast 
examination  indicated  “a  2 cm  mass  that  is 
mildly  tender  in  the  tail  of  the  right  breast  and 
she  has  a 5.5  x 5.5  cm  breast  mass  that  is  fairly 
ill-defined  involving  almost  equally  in  both 
medial  and  lateral  and  superior  quadrants  of 
her  right  breast.” 
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The  diagnosis  was,  “Multiple  breast  masses 
probably  fibrocystic  disease  but  with  markedly 
positive  family  history  for  breast  CA  certainly 
needs  to  be  a consideration.”  A mammogram 
was  scheduled  and  the  woman  was  advised  to 
keep  her  appointment  with  the  surgeon. 

A mammogram  was  performed  the  next  day 
and  again  read  as  negative. 

The  woman  made  a follow-up  visit  to  the 
family  practice  physician  on  October  27.  She 
was  no  longer  having  pain  in  her  right  axilla  or 
additional  problems  or  complaints.  The  physi- 
cal examination  was  remarkable  in  that  patient 
“still  has  a 2x2  cm  ill-defined  nontender  soft 
tissue  mass  in  her  right  axilla.”  The  diagnosis 
was,  “Right  axillary  mass.”  The  woman  was 
referred  to  the  surgery  clinic  for  evaluation. 

On  November  10,  approximately  six  weeks 
after  the  woman’s  September  referral  to  a sur- 
geon, the  woman  presented  to  a surgeon.  A 
breast  examination  was  performed  and  indi- 
cated “right  axilla  grossly  positive;  breasts  have 
the  nodularity  of  fibrocystic  disease;  dominant 
mass  5 cm  in  size  in  the  right  breast  at  12:00 
position.”  Aspiration  of  the  breast  mass  was 
obtained  and  found  to  be  dry.  A tru-cut  needle 
biopsy  of  the  mass  at  12:00  was  performed 
which  indicated  “I nfiltrati  ng  ductal  adeno  carci- 
noma, right  breast,”  later  classified  as  Stage 
III. 

The  woman  was  started  on  three  courses  of 
chemotherapy  prior  to  having  a right  modified 
radical  mastectomy.  Chemotherapy  was  com- 
pleted by  February  1988.  A right  modified  radi- 
cal mastectomy  was  performed  on  February  17. 
The  pathology  report  indicated  seven  out  of  15 
nodes  were  positive.  The  woman  completed 
chemotherapy  and  radiation  therapy  on  Octo- 
ber 25.  She  also  had  a pregnancy  terminated 
during  this  time  period  and  in  May  and  Decem- 
ber of  1989. 

A lawsuit  was  filed  in  June  1989  alleging 
failure  to  diagnose  breast  cancer  and  dimin- 
ished chance  of  survival. 

Conclusion 

At  age  31,  the  woman  was  diagnosed  with 
metastatic  lung  cancer,  in  January  1990.  Her 
prognosis  is  grim . The  defense  attorneys  gave  a 
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50  percent  chance  of  winning  this  case  with  a 
possible  jury  award  of  $1.5  million  to  $2.5 
million.  The  case  settled  out  of  court  for 
$650,000. 

Discussion 

. 

During  the  discovery  phase  of  the  lawsuit  sev- 
eral significant  issues  were  identified  concern- 
ing the  standard  of  care  for  diagnosing  breast 
cancer,  staff  qualifications,  physician  supervi- 
sion of  staff,  and  timeliness  of  patient  appoint- 
ments. 

Standard  of  Care 

The  issue  concerning  the  standard  of  care 
for  diagnosing  breast  cancer  focused  primarily 
on  questions  about  the  woman’s  inadequate 
physical  examinations,  negative  mammograms, 
lack  of  follow-up  care,  and  delayed  surgical 
consultation. 

Inadequate  Physical  Examinations.  One 
question  addressed  whether  or  not  the  physi- 
cian and  R.N.  conducted  proper  examinations, 
taking  into  consideration  the  physical  findings 
and  family  history.  The  woman  saw  the  R.N.  for 
her  breast  lump  because  of  difficulty  schedul- 
ing a timely  appointment  with  her  doctor.  Clini- 
cal record  documentation  indicates  that  the 
R.N.  “consulted”  with  her  supervising  physi- 
cian after  she  performed  a breast  examination, 
but  it  is  not  clear  if  the  physician  also  conducted 
a breast  examination. 

The  R.N.  and  physician  said  that  the  use  of 
the  word  “consulting”  always-reflected  that  the 
patient  was  examined  by  the  physician.  How- 
ever, the  woman  reported  that  the  physician 
did  not  perform  a breast  examination  but  only 
looked  at  her  breast.  The  physician’s  alleged 
failure  to  perform  a breast  examination  was  all 
the  more  significant  in  light  of  the  fact  the 
R.N.’s  breast  examination  training  had  never 
included  palpating  a breast  cancer  mass. 

Reliance  on  Negative  Mammograms.  Sec-  re 
ond,  a question  surfaced  about  whether  or  not 
the  physician  relied  too  heavily  on  the  woman’s  th 
negative  mammograms,  in  spite  of  the  woman’s 
reported  breast  lump  and  pain,  physical  exami- 
nation findings  inch  eating  changes  in  her  breast 
and  positive  family  history  of  breast  cancer. 
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Experts  for  the  woman  criticized  the  physi- 
cian for  relying  on  the  negative  mammogram 
results  and  failing  to  proceed  with  a biopsy  of 
the  mass.  The  physician’s  experts  relied  on  the 
negative  mammogram  results,  the  difficulty  of 
finding  a breast  cancer  mass  in  fibrocystic 
breasts,  and  the  inability  to  perform  a biopsy  if 
a mass  is  not  found.  However,  the  woman’s 
experts  pointed  out  that  the  woman  still  re- 
quired close  follow-up  visits  for  frequent  and 
repeated  examinations  even  if  there  were  nega- 
tive mammograms,  a mass  that  could  not  be 
palpated,  and  a biopsy  was  not  performed. 

Lack  of  Follow-Up  Care.  Whether  or  not  the 
physician  provided  adequate  and  appropriate 
follow-up  care,  especially  when  a biopsy  was 
not  done,  was  another  question.  There  is  no 
documentation  in  the  clinical  record  reflecting 
that  the  mammogram  results  and  a follow-up 
appointment  were  given  to  the  woman.  During 
discovery  the  R.N.  said  that  she  received  a June 
15  telephone  message  informing  her  that  the 
woman  needed  the  results  of  her  mammogram 
and  that  she  had  breast  pain. 

However,  the  R.N.’s  telephone  record  hook 
i did  not  document  any  follow-up  plan  for  the 
woman’s  breast  pain  but  only  noted  that  the 
i chart  was  requested  and  the  mammogram  re- 
sults were  negative.  The  physician  denied 
1 knowledge  of  the  woman’s  June  complaint  of 
breast  pain,  saying  that  she  would  have  re- 
ferred the  patient  to  surgery  had  she  been 
informed.  She  testified  that  if  the  R.N.  knew  of 
the  woman’s  complaint  of  breast  pain,  she  did 
not  follow  orders  to  have  patients  with  breast 
pain  seen  by  the  physician.  The  next  docu- 
i mented  visit  was  in  September  of  1987,  three 
i months  after  the  first  report  of  breast  pain. 

Delayed  Surgical  Consultation.  A fourth 
question  focused  on  whether  or  not  the  woman 
\ was  promptly  referred  to  a surgeon  in  light  of 
any  suspicion  of  possible  breast  cancer,  particu- 
larly after  her  September  25  visit.  Clinical 
record  documentation  indicated  that  the  woman 
was  not  seen  by  a surgeon  until  six  w'eeks  after 
the  September  visit.  Expert  opinion  supported 
having  the  woman  evaluated  by  a surgeon 
within  one  to  two  weeks  of  the  September  visit 
because  the  lump  continued  to  exist. 

Staff  Qualifications 
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The  second  significant  issue  concerned  the  R.N.’s 
qualifications.  The  R.N.  was  hired  to  fill  a nurse 
practitioner  position,  even  though  she  was  not 
certified  to  practice  as  one.  She  was  listed  as  a 
nurse  practitioner  under  insurance  policies. 
She  was  also  referred  to  as  a nurse  practitioner, 
physician’s  assistant  or  obstetrical  assistant  in 
various  internal  documents.  The  plaintiff  main- 
tained that  the  R.N.  was  not  qualified  to  be  a 
practitioner,  she  had  not  met  certification  re- 
quirements and  therefore  was  practicing  be- 
yond the  scope  of  her  authority. 

However,  while  the  internal  paperwork 
reflected  that  the  R.N.  was  hired  into  a nurse 
practitioner  position,  the  defense  position  was 
that  the  R.N.  never  represented  herself  as  any- 
thing other  than  an  R.N.  Her  name  tag  identi- 
fied her  as  an  R N.,  she  was  trained  and  expe- 
rienced in  participating  in  medical  care,  she  did 
not  diagnose  patients  but  simply  made  physical 
assessments,  and  she  was  under  the  supervi- 
sion of  a physician. 

Physician  Supervision  of  Staff 

Another  important  issue  centered  around 
the  physician’s  supervision  of  the  R.N.  The  staff 
and  R.N.  functioned  on  an  informal  basis  with- 
out the  aid  of  any  written  policies  and  proce- 
dures that  would  inform  staff  when  patients 
were  required  to  be  seen  by  the  physician, 
rather  than  the  R.N.  No  guidelines  determined 
when  the  R.N.  was  required  to  consult  her 
supervising  physician  or  how  the  R.N.  was  to 
perform  the  medical  aspects  of  patient  care  that 
were  delegated  by  the  physician.  There  was 
evidence  that  the  lack  of  written  patient  care 
protocols  to  assist  the  staff  in  providing  care 
and  the  physician  in  supervising  such  care, 
prevented  the  woman  from  receiving  quality 
health  care. 

Timeliness  of  Patient  Appointments 

A fourth  major  issue  addressed  the  ability 
of  the  woman  to  obtain  timely  appointments 
with  her  physician.  The  woman  said  she  at- 
tempted to  schedule  an  appointment  with  her 
physician,  but  instead  she  was  forced  to  see  the 
R.N.  because  she  could  not  obtain  a timely 
appointment  with  her  physician.  In  addition, 
as  discussed  previously,  the  woman’s  appoint- 
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Risk  Management  Tips 

The  following  risk  management  guidelines  may  be  useful  in  ensuring  quality  and  safe  healthcare  for  breast  cancer 
patients.  Many  of  these  guidelines  apply  to  the  risk  management  concerns  raised  in  the  case  history. 

Hire  personnel  into  appropriate  positions,  taking  into  consideration  the  scope  of  the  practice  for  which  they 
are  oriented,  educated,  and  qualified  to  provide  care.  Use  qualified  practitioners  appropriately,  according  to  their 
job  assignment  and  scope  of  practice. 

Establish  written  guidelines  for  breast  cancer  diagnosis,  treatment,  and  management,  including: 

• A comprehensive  history  and  physical  examination  of  all  body  systems,  bilateral  breast  examina- 
tions, documenting  the  left  and/or  right  breast,  site  and  size  of  breast  mass,  and  second  physician 
opinion  as  necessary. 

• Recommendations  for  mammography  screening.  A baseline  mammogram  at  age  35  to  39,  a 
mammogram  every  one  to  two  years  between  age  40  and  49  and  every  year  at  age  50  and  above 
is  recommended.'1  An  annual  mammogram  is  recommended  for  anyone  with  previous  breast  cancer 
or  who  is  considered  at  high  risk  based  on  family  history,  and  for  every  patient  over  age  30  with 
a breast  complaint.5 

• Recommendations  for  performing  biopsy.  A biopsy  is  usually  indicated  for  a solid  breast  mass  and 
a suspicious  mammogram.  For  a negative  mammogram  with  a definite  breast  mass,  the  physician 
should  ignore  the  negative  mammogram  and  proceed  with  a biopsy  of  the  mass.  If  a solid  mass  is 
present  and  a negative  needle  biopsy  is  obtained,  then  the  negative  needle  biopsy  shouldbe  ignored 
and  an  additional  biopsy  pursued.  Adequate  follow-up  must  be  implemented  on  all  patients  not 
having  a biopsy.6 

• Recommendations  for  retaining  biopsy  specimen  for  the  defense  of  future  claims  whenever  there 
may  have  been  a failure  or  delay  in  diagnosing  breast  cancer. 

• Recommendations  for  management  of  breast  cancer. 

• Prompt  referral  to  consulting  physician. 

• Communication  between  the  attending  physician  and  radiologist,  and  attending  physician, 
consulting  physician  and  patient. 

Establish  written  policies  and  procedures  for: 

• Scheduling  timely  appointments  and  follow-up  visits.  , 

• A call-back  system  that  will  notify  each  patient  who  has  received  diagnostic  tests,  of  abnormal 
diagnostic  test  results  that  were  not  available  during  the  physician  visit. 

• Legible,  accurate  and  complete  documentation  of  all  patient  care,  communications  and  recommenda- 
tions, including  informed  consent:  mammography,  such  as  naming  the  facility  where  the  exami- 
nation is  to  be  done,  indications  for  the  examination,  expectations  for  immediacy  of  the  examina- 
tion, communication  to  the  patient  regarding  the  examination  results  and/or  follow-up  appoint- 
ments;7 follow-up  visits;  patient  cancellation  or  failure  to  keep  follow-up  appointments;  attempts 
made  to  contact  patient  for  rescheduling  follow-up  appointment;  referral  to,  and  subsequent 
scheduling  for  visit  with  consulting  physician. 

Establish  a system  for  monitoring  and  assessing  quality  of  care  relative  to  breast  cancer  diagnosis  issues  and 
patient  and  personnel  satisfaction,  including  evaluation  of: 

• Physician  involvement  in  the  care  of  all  patients  seen  in  the  gynecological  office. 

• Practitioner  hiring  practices. 

• Use  and  supervision  of  practitioners. 

• Diagnosis,  treatment,  and  management  of  breast  cancer  patients. 

• Communication  between  attending  physician,  consulting  physician,  and  patient. 

• Patient  access  to  health  care. 

• Call-back  system  for  communicating  abnormal  radiology  and  laboratory  results  to  patients. 

• Ability  of  patients  to  obtain  timely  appointments  and  prompt  follow-up  care. 

• Ability  of  patients  to  have  access  to  a physician. 

• Contact  with  patients  who  cancel  or  fail  to  keep  follow-up  appointments. 

• Documentation  of  patient  care,  communications  and  recommendations. 

• Involve  management,  physicians  and  staff  in  quality  and  risk  management  activities. 

• Provide  educational  opportunities  for  physicians  and  staffto  develop  and  maintain  their  expertise 
and  skills. 
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nent  with  a surgeon  was  delayed  by  six  weeks 
lecause  she  was  not  given  a prompt  referral. 

Evidence  showed  that  the  inability  of  the 
voman  to  obtain  timely  appointments  and  re- 
ferrals prohibited  her  prompt  access  to  appro- 
bate medical  care. 

Claim  Data 

The  273  breast  cancer  claims  that  PIAA  studied 
esulted  in  total  paid  claims  of  $60.5  million, 
vith  the  average  payment  being$221, 524. 8The 
itudy  found  that  women  under  50  years  of  age 
iled  69  percent  of  the  claims  with  these  claims 
•epresenting  84  percen  t of  the  total  payments.9 
7orty  percent  of  the  claims  were  filed  by  women 
inder  40  years  of  age  and  accounted  for  58 
lercent  of  the  $60.5  million  paid.10  Numerous 
■auses  accounted  for  failure  to  diagnose  breast 
:ancer,  with  the  top  three  being:  1)  physical 
inding  failed  to  impress  - 54.7  percent;  2) 


negative  mammogram  report  - 35.7  percent; 
and  3)  failure  to  do  appropriate  biopsy  -26.8 
percent.11 
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ABSTRACT 

The  Delaware  EMS  system  has  been  in  exist- 
ence for  20  years.  Initially  begun  as  one  para- 
medic unit  serving  New  Castle  County,  it  now 
comprises  15  units  in  a statewide  system.  The 
goal  of  this  report  is  to  detail  the  EMS  system’s 
impact  on  prehospital  cardiac  resuscitation  and 
airway  management. 

Emergency  Medical  Services  (EMS)  encom- 
pass all  aspects  of  managing  a sick  or  injured 
patient  prior  to  arrival  to  the  hospital.  From  the 
time  a patient  dials  911  until  they  arrive  in  the 
care  of  a doctor  in  an  emergency  room,  the  EMS 
system  provides  initial  medical  evaluation  and 
care  as  well  as  transportation  to  the  hospital. 

The  components  of  Delaware’s  EMS  system 
include: 

1.  Bystanders  - the  public  is  often 
called  upon  to  perform  CPR  until 
trained  rescuers  arrive. 
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2.  Medical  Dispatchers  - they  receive 
incoming  911  calls  and  determine 
the  personnel  needed. 

3.  First  responders  - ambulance  crews 
trained  in  basic  life  support  (BLS). 

4.  Second  responders  - ambulance 
crews  trained  in  advanced  life  sup- 
port (ALS),  paramedics. 

5.  Medical  Control  - doctors  who  are 
in  radio  contact  with  paramedics  to 
provide  medical  advice. 

HISTORY  OF  EMS 

Previously,  there  was  no  prehospital  care  avail- 
able for  injured  patients.  Ambulances  were 
only  used  to  carry  patients  to  the  hospital  for 
treatment.  Oftentimes  this  task  was  provided 
by  undertakers  who  had  vehicles  suitable  for 
this  task. 

As  medicine  has  advanced,  so  has  the  real- 
ization that  many  illnesses  require  medical 
management  to  begin  at  the  scene  of  the  inci- 
dent. Prehospital  care  was  first  introduced  25 
years  ago.12  Two  of  the  most  important  ex- 
amples of  patients  requiring  field  treatment 
are  victims  of  sudden  cardiac  arrest  and  trau- 
matic injury.  For  sudden  cardiac  death,  the 
leading  cause  of  death  in  the  United  States,  the 
vast  majority  of  these  deaths  occur  outside  of 
thehospitalflmproved  survival  has  been  linked 
directly  with  how  quickly  basic  and  advanced 
life  support  techniques  can  be  provided  to  these 
patients.4,5  For  trauma  victims,  previous  stud- 
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ies  have  proven  the  necessities  of  immobiliza- 
tion and  evacuation  to  the  proper  facilities  is 
essential  and  improves  survival.6 

Because  of  medical  advances  like  these  and 
the  potential  to  save  more  lives,  a coordinated 
EMS  system  has  evolved. 

WHAT  ARE  THE  COMPONENTS 
OF  THE  THE  SYSTEM? 

1.  The  Bystanders  - Bystanders  are  an  inte- 
gral part  in  the  system  as  they  must  acti- 
vate it  by  calling911.  Furthermore,  in  cases 
of  cardiac  arrest,  the  leading  cause  of  death 
in  the  United  States,  they  are  often  called 
upon  to  perform  CPR  until  trained  person- 
nel can  arrive.  Several  studies  have  shown 
that  victims  of  cardiac  arrest  have  improved 
survival  when  bystanders  perform  CPR.34 
The  EMS  system,  along  with  the  Red  Cross 
and  the  American  Heart  Association,  ac- 
tively promote  and  help  educate  the  public 
in  these  important  skills. 

2.  The  Medical  Dispatchers  - Clearly  a very 
integral  part  of  the  system,  Delaware  citi- 
zens were  the  first  in  the  country  to  have  a 
statewide  911  system.  By  dialing  911  you 
establish  immediate  contact  with  a trained 
medical  dispatcher.  Delaware  has  an  emer- 
gency operation  centers  in  all  three  coun- 
ties that  are  staffed  by  a dispatcher  24 
hours  a day. 

The  dispatcher  is  trained  to  ask  specific 
Questions  to  determinehow  severe  the  emer- 
gency situation  is  and  what  level  of  re- 
sponse is  called  for.  In  some  cases,  only  BLS 
personnel  are  needed,  and  others,  like  a 
cardiac  arrest,  BLS  and  ALS  personnel,  are 
dispatched  to  the  site  of  the  emergency. 

3.  The  First  Responders  - First  response 
personnel  provide  care  to  injured  victims. 
They  are  designated  as  Emergency  Medical 
Technicians-Ambulance  (EMT-A).  Their 
training  consists  of  a 45-hour  mandatory 
course,  after  which  they  are  able  to  perform 
CPR,  administer  oxygen,  and  place  simple 
dressings  and  splints.  They  do  not  place  IV 
lines  or  endotracheal  tubes,  perform 
defibrillation  nor  give  medicines. 

In  Delaware  the  majority  of  EMT-As 
are  provided  by  volunteers  working  out  of 
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fire  companies.  In  several  areas  of  Dela- 
ware, such  as  Smyrna  and  Georgetown, 
this  service  is  provided  by  the  American 
Legion.  In  the  city  ofWilmington,  a private 
ambulance  service  is  contracted  by  the  city 
to  handle  this  duty. 

4.  The  Second  Responders  - The  second 
response  personnel  provide  ACLS.  They 
are  designated  as  Emergency  Medical  Tech- 
nician-Paramedic (EMT-P)  or  commonly 
known  as  paramedics.  Their  training  con- 
sists of  a more  than  1,200-hour  paramedic 
course,  which  consists  of  a didactic  portion, 
clinical  training  and  field  internship.  They 
are  trained  to  perform  all  aspects  of  ACLS, 
including  defibrillation,  external  cardiac 
pacing,  IV  lines,  and  advance  airway  tech- 
niques, such  as  endotracheal  intubation 
and  emergency  cricothyrotomy. 

Performingthese  procedures  in  thefield 
is  in  effect  practicing  medicine.  However, 
under  these  emergency  circumstances  they 
practice  as  “physician-assistants”  under 
Delaware’s  Medical  Practice  Act.  The  su- 
pervision and  responsibility  of  the  para- 
medics for  these  duties  is  taken  by  the 
Paramedic  Medical  Director. 

In  1990,  Delaware  instituted  a state- 
wide paramedic  system,  the  first  of  its  kind 
in  the  United  States.  In  its  three  counties  of 
New  Castle,  Sussex  and  Kent,  there  are 
seven,  three  and  five  medic  units,  respec- 
tively, on  duty  24  hours  a day. 

In  addition,  Delaware  has  two  trooper 
medic  units  at  its  disposal  with  one  as- 
signed to  each  half  of  the  state.  Each  of 
these  helicopter  medic  units  are  staffed  and 
operated  by  the  police  and  are  manned  by  a 
pilot  and  a trooper  medic  (EMT-P  trained). 
The  trooper  medics  work  with  ground  BLS 
and  ACLS  personnel  to  offer  rapid  ACLS  air 
transport  where  quick  transport  is  crucial. 

5.  Medical  Control  - As  part  of  the  medical 
supervision  for  the  EMS  system,  ongoing 
medical  control  is  provided  for  every  case 
handled  by  a paramedic  unit.  The  paramed- 
ics follow  treatment  protocols  for  different 
medical  scenarios,  such  as  cardiac  arrest, 
altered  mental  status,  chest  pain,  or  short- 
ness of  breath.  For  each  case  they  are  re- 
quired to  report  their  history  and  physical 
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findings  using  a standardized  form  to  a 
medical  control  office  via  two-way  radio. 
This  gives  the  physician  the  opportunity  to 
supervise  the  prehospital  medical  care  as  it 
proceeds  and  offers  an  opportunity  to  ad- 
dress additional  medical  treatments. 

Each  county  has  a hospital  that  serves 
as  medical  control  for  its  paramedics.  Li- 
censed physicians  who  are  either  board 
eligible  in  emergency  medicine  or  have  ACLS 
and  ATLS  certification  are  eligible  to  act  as 
medical  control.  To  receive  certification  for 
this  the  physician  must  complete  a two- 
hour  course  and  exam  supervised  by  the 
state  EMS  director. 

6.  The  EMS  System  - Overall,  Delaware’s 
EMS  system  has  been  in  existence  since 
1973.  It  has  seen  the  adoption  of  the  nation’s 
first  statewide  911  telephone  system  in 
1983  and  now  has  a statewide  EMS  system. 

CARDIAC  RESUSCITATION 

From  October  1,  1990,  to  September  30,  1991, 
i;  all  cases  of  cardiac  arrests,  handled  by  para- 
jji  medics  in  New  Castle  County  were  reviewed. 

The  information  was  derived  from  paramedic 
fi  records.  These  records,  along  with  rhythm  strips 
I from  each  patient,  were  reviewed  by  at  least 
|[  one  of  the  authors. 

Inclusion  criteria  was  that  cardiopulmo- 
nary resuscitation  and  Advanced  Life  Support 
was  performed.  Exclusion  criteria  were  for  pa- 
tients of  pediatric  age,  under  18  years  old,  or 
where  the  cardiac  arrest  was  from  an  obvious 
noncardiac  process,  i.e.,  trauma,  thermal  in- 
jury, or  suicide. 

The  final  data  gathered  included  the 
!!|  patient’s  age,  sex,  initial  rhythm,  time  from 
dispatch  to  arrival  of  ALS  and  result  of  resusci- 
tative  effort.  A successful  prehospital  resusci- 
tation effort  was  defined  as  restoration  of  a 
detectable  blood  pressure  and  pulse. 

RESULTS 

The  study  group  consisted  of  377  patients;  222 
(59  percent)  males  and  155  (41  percent)  fe- 
males. There  were  73  ( 19  percent)  successful 
prehospital  resuscitations. 


When  the  study  population  was  subdivided 
based  on  the  initial  cardiac  rhythm  strip  the 
ventricular  fibrillation/tachycardia  group  did 
much  better.  The  resuscitation  rate  for  this 
group  was  30  percent  versus  a resuscitation 
rateof  17  percentfor  other  rhythms,  (see  Tables 
1 and  2). 


Number  of  Cases 

% 

Total 

377 

Sex 

Male 

222 

59 

Female 

155 

41 

Table  1. 


Another  factor  that  was  evident  from  our 
data  was  the  positive  effect  on  the  resuscitation 
rate  as  the  time  for  Advanced  Life  Support  was 
decreased,  (see  Table  2) 


Not 


Ventricular 

fibrillation/ 

tachycardia 

Resuscitated 

Resuscitated 

Total  cases 

37  (30%) 

90  (70%) 

Avg.  interval 

to  paramedic 

5.6 

10.1 

arrival  (mins) 

(0-11) 

(0-20) 

Average  age 

64.9 

74.8 

(yrs) 

Asystole/EMD/ 

Others 

(25-93) 

(34-92) 

Total  cases 

36  (17%) 

214 (83%) 

Avg.  interval  to 

paramedic  arrival 

6.5 

7.7 

(mins) 

(0-10) 

(1-19) 

Average  age 

69.1 

64.8 

(yrs) 

(34-103) 

(25-97) 

Table  2 
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CONCLUSION 


Delaware’s  EMS/Paramedic  system  has  grown 
rapidly  since  its  inception  19  years  ago.  Ini- 
tially begun  with  one  unit  serving  New  Castle 
County  it  now  runs  a statewide  service  with  15 
units. 

The  above  report  details  the  state  of  the 
EMS  system  as  well  as  the  rates  of  resuscitation 
for  prehospital  cardiac  arrests  in  New  Castle 
County. 
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SPECIAL  ARTICLE 


Physicians’  Office  Practice 


Victor  F.  Battaglia,  Esq. 


The  purpose  of  this  paper  is  not  to  tell  you  how 
to  behave  or  how  to  practice  medicine.  Too 
many  people  are  already  lined  up  waiting  to  do 
that.  Instead,  the  purpose  of  this  paper  is  to 
discuss  levels  of  risks.  It  certainly  will  not 
discuss  standards  of  care,  for  these  standards 
are  established  by  physicians,  not  by  lawyers.  I 
hope  to  identify  conduct  which  increases  risk 
and  then  to  allow  you  to  practice  at  whatever 
level  of  risk  is  comfortable  for  you. 

Any  discussion  about  levels  of  risk  must 
start  with  insurance  coverage.  As  you  establish 
the  level  of  risk  with  which  you  are  comfortable 
with  respect  to  insurance  coverage,  three  rules 
affect  that  level  of  risk.  They  are: 

1.  You  do  not  delegate  to  anyone  else 
the  responsibility  of  setting  insur- 
ance limits  and  purchasing  insur- 
ance coverage. 

2.  You  deal  with  a reputable  agent 
and  require  that  agent  to  examine 
your  insurance  coverage  and  to  cer- 
tify to  you  in  writing  there  is  no 
break  in  your  coverage. 

3.  You  discuss  with  your  personal  ac- 
countant or  your  lawyer  the  amount 
of  liability  insurance  coverage  you 
will  buy  and  if  you  practice  as  a 
Professional  Association  ( P.A.) 
whether  you  should  spend  the  ex- 
tra money  to  provide  coverage  for 
your  P.A.  You  will  always  provide 
coverage  for  yourself  because  prac- 
ticing as  a professional  association 
does  not  insulate  you  from  liability. 
A serious  question  exists  as  to 
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whether  you  should  spend  the 
money  to  buy  P.A.  coverage.  Single 
practitioner  P.A.s  can  incur  liabil- 
ity because  of  the  practitioner’s 
own  conduct  or  the  conduct  of  an 
employee  such  as  a nurse  or  secre- 
tary. You  should  know  that  pur- 
chasing $100,000  of  liability  insur- 
ance for  yourself  and  purchasing 
$100,000  of  insurance  for  your  P.A. 
does  not  necessarily  mean  that  ei- 
ther you  or  the  P.A.  will  be  covered 
by  $200,000  of  liability  insurance. 
Generally,  if  you  and  the  P.A.  are 
sued  in  such  a circumstance  only 
$100,000  of  coverage  is  in  play. 

Experience  teaches  that  many  of  the  claims 
which  are  asserted  take  their  origin  not  in  the 
quality  of  care  which  is  provided  but  instead  in 
the  quality  of  personal  relations  with  the  pa- 
tient, or  by  thoughtless  conduct  unrelated  to 
patient  care.  This  suggests  that  an  effort  should 
be  made  to  cut  down  on  patient  annoyances. 
When  you  get  back  to  your  office,  pause  briefly 
in  your  reception  area.  It  should  be  a clean,  neat 
place  where  you  would  not  mind  sitting  for  the 
period  of  time  your  patients  must  usually  sit 
and  wait.  Distractions  such  as  current  maga- 
zines and  newspapers  are  a plus.  Give  the 
patient  something  to  take  his  or  her  mind  off  of 
the  fact  that  he  or  she  is  not  well  and  waiting. 

The  person  who  answers  your  telephone  is 
in  a critical  position  in  your  relationship  with 
patients.  As  you  look  around  your  office,  satisfy 
yourself  that  your  telephone  operator  is  not  a 
source  of  trouble.  If  your  nurse  or  receptionist 
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answers  the  phone,  is  she  polite  and  courteous? 
Is  the  phone  answered  promptly  or  after  a 
dozen  rings?  When  it  is  answered,  does  your 
office  staff  discuss  patient  business  within  heal- 
ing of  other  waiting  patients?  Remember  that 
the  obligation  of  patient  confidentiality  is  not 
limited  to  written  medical  records.  If  your  nurse 
is  talking  about  Mrs.  Jones’  herpes  within  the 
hearing  of  other  patients,  you  may  learn  that 
you  have  a very  angry  Mrs.  Jones,  a complaint 
to  the  Board  of  Medical  Practice,  or  possibly  a 
law  suit.  In  addition,  waiting  patients  may 
cringe  with  the  realization  that  patients’  pri- 
vate health  matters  are  discussed  in  the  hear- 
ing range  of  other  patients. 

How  about  records  for  telephone  calls?  I 
find  that  most  physicians  are  good  about  keep- 
ing records  of  telephone  calls  and  information 
transmitted  by  phone  and  drugs  prescribed  by 
phone.  Those  are  basic  requirements.  I am 
going  to  assume  that  every  doctor  keeps  those 
records.  But  what  about  phone  messages  taken 
by  your  secretaries  or  nurses?  You  should  be 
using  call  slips  for  messages  to  your  office  while 
you  are  out  or  while  you  are  otherwise  unable  to 
answer  the  phone.  Whatever  action  you  take  on 
those  calls  should  be  recorded  in  the  medical 
record. 


Taken  from  an  address  at  Kent  General  Hospital  by  Victor 
F.  Battaglia,  Esq. 

A few  comments  about  confidentiality: 

1.  If  you  use  a car  phone  remember 
that  a car  phone  is  a radio  and  not 
a telephone. 

2.  Be  careful  about  keeping  records 
in  hallways  or  open  cabinets 
where  they  might  be  accessible  to 
unauthorized  personnel. 

3.  Never  let  copies  of  records  go  out 
without  reviewing  them  and  make 
a record  of  sending  them. 

Office  Personnel 

You  must  be  concerned  that  your  office  person 
is  trained  to  recognize  the  difference  between  a 
patient  complaint  based  on  indigestion  or  myo- 
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cardial  infarction;  based  upon  p.i.d.  or  ectopic 
pregnancy;  based  upon  a reaction  to  medication 
or  elevated  blood  pressure.  Because  patient 
access  to  you  is  frequently  through  your  nurse, 
she  must  have  reasonable  training  in  the  prior- 
ity with  which  you  see  patients.  You  must  allow 
your  patients  reasonable  access  to  you.  In  addi- 
tion to  their  medical  training,  you  will  also 
lower  risks  if  you  take  steps  to  ensure  that  your 
office  personnel  show  your  patients  the  same 
care  and  compassion  you  do. 

You  should  ensure  a system  for  recording 
all  patient  calls,  taking  care  to  document  all 
related  clinical  information.  You  must  also 
record  the  replies.  In  some  cases  your  office 
nurse,  when 

you  are  unable  to  personally  reply  for  a limited 
ti  me,  can  validly  serve  as  a conduit  between  you 
and  the  patient.  The  nurse  should  carefully 
take  the  information,  bring  it  to  you,  and  take 
your  reply  to  the  patient  with  the  follow-up  fact 
that  you  will  call  back  when  time  allows.  Under 
no  circumstances  should  you  allow  your  nurse 
to  prescribe  without  consulting  you,  whether 
it’s  a new  prescription  or  a renewal.  It  has  been 
suggested  that  some  physicians  use  signed  blank 
prescriptions.  This  is  a very  bad  practice.  Con- 
duct of  that  kind  will  mark  your  practice  as 
high  risk.  Certainly,  under  no  circumstances 
should  your  staff  turn  away  patients  in  need  of 
immediate  attention  because  you  are  too  busy 
to  be  disturbed. 

If  you  use  a physician  answering  service,  i 
you  should  evaluate  it  periodically  for  courtesy, 
efficiency,  accuracy,  and  proper  record  keep-  I 
ing.  Remember  that  you  hold  that  service  out  as 
a way  of  contacting  you  and  a number  of  courts 
have  held  the  physician  potentially  liable  for 
the  failures  of  answering  services. 

A number  of  years  ago  a claim  was  asserted 
against  a fine  orthopaedic  surgeon  in  Wil- 
mington. An  elderly  woman  sued  him  and  four 
other  physicians  who  treated  her  alleging  neg- 
ligent conduct.  Her  sole  complaint  against  the 
orthopedic  physician  was  that  his  telephone 
answerer  was  rude  to  her  and  would  not  allow 
her  to  talk  to  the  surgeon.  The  case  got  all  the 
wav  to  an  insurance  commissioner’s  panel  be- 
fore it  was  dismissed  as  to  him.  It  is  not  a bad 
idea  for  you  to  check  on  your  staff  from  time  to 
time  to  satisfy  yourself  that  your  patients  are 
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Deing  properly  received  on  the  telephone. 

What  goes  for  your  staff  also  goesforyou.  If 
^ou  treat  your  patients  with  respect  and  with 
i courtesy,  they  will  stand  up  for  you.  A number 
)f  years  ago  another  orthopedic  surgeon  was 
called  in  to  treat  a woman  who  had  suffered  a 
compound  comminuted  fracture  of  the  right 
:ibia.  She  also  had  a congenital  problem  with 
Tie  left  leg.  Two  general  surgeons  were  in 
[charge  of  the  case.  The  woman  sued  all  three 
ioctors  claiming  negligence.  At  the  plaintiffs 
deposition,  it  was  discovered  that,  not  only  did 
she  have  no  complaint  against  the  orthopedic 
surgeon,  she  was  very  fond  of  him.  He  had  even 
lelped  her  congenital  problem.  His  great  kind- 
ness to  her  led  her  to  testify  that  he  was  joined 
mly  at  the  insistence  of  her  lawyer,  and  she  had 
nocomplaintabouthistreatment.  The  case  was 
dismissed  immediately  as  to  him.  It  may  still  be 
joing  on  with  the  general  surgeons. 

I am  convinced  that  thoughtless  comments 
can  prompt  a law  suit.  Some  years  ago  an 
elderly  patient  was  told  by  his  treating  physi- 
cian that  he  had  terminal  cancer  and  had  about 
six  months  to  live.  The  patient  asked  about  a 
second  opinion.  The  doctor,  who  was  frustrated 
by  his  patient’s  hopeless  condition,  gave  vent  to 
jitiis  frustration.  He  replied,  “Damn  it,  what 
good’s  a second  opinion.  You’re  going  to  die.” 
That  comment  brought  the  law  suit  which  was 
successfully  defended  because  no  wrongful  con- 
duct had  occurred.  But  it  was  brought  and  had 
to  be  defended. 

In  sum,  the  physician’s  staff  represents 
him,  and  the  physician  is  responsible  for  his 
staff  s conduct.  If  the  staff  improperly  protects 
the  physician  from  his  patients,  the  physician 
will  be  liable  for  staffs  misconduct.  If  the  staff, 
improperly  prescribes  medications,  the  physi- 
cian will  be  responsible.  Even  without  improper 
medical  conduct,  the  physician  may  be  sued  by 
offended  or  angry  patients.  The  physician  and 
his  staff  must  understand  that  many  times  the 
patient,  who  is  almost  always  not  medically 
trained,  is  frightened  and  sick. 

The  physician  must  listen  to  the  patient.  A 
good  friend  of  mine  who  is  a great  doctor  says, 
‘Listen  to  your  patient,  he’ll  tell  you  what’s 
wrong  with  him.” 

When  you  communicate  with  the  patient, 
remember  that  he  is  not  medically  trained.  Do 
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not  use  medical  jargon  on  him.  You  have  to 
work  to  reduce  fear  and  misunderstanding. 
Talking  to  patients  in  plain  terms  will  cutdown 
risks.  I think  it  is  a good  idea  to  have  the  patient 
repeat  important  information  which  you  have 
related  to  be  sure  the  patient  has  heard  and 
understands  you. 

Tests 

One  of  the  most  troublesome  problems  that  we 
see  on  a recurring  basis  is  the  doctor  orders 
tests,  and  either  does  not  get  the  results  back 
or,  having  gotten  the  results  back,  does  not  see 
that  they  are  communicated  to  the  patient. 
Unfortunately  there  has  been  a spate  of 
mammogram  cases.  One  of  the  great  neurolo- 
gists in  Wilmington  says,  “I  order  the  tests;  I 
order  so  many  tests  I can’t  be  sure  they  all  get 
done.  I have  to  depend  on  the  patient.”  I say  that 
is  a high  risk  practice.  You  can  almost  hear  the 
case  as  it  unfolds  in  court.  “Doctor,  you  ordered 
the  tests  because  you  believed  them  to  be  neces- 
sary because  of  your  medical  training.  Your 
client  quit  school  in  the  eighth  grade.  Did  you 
explain  to  her  that  if  she  failed  to  get  the  routine 
tests  you  wanted  she  might  die?” 

That  presents  a jury  question.  It  may  be 
that  the  jury  will  side  with  the  doctor,  but  he 
has  opened  himself  to  a serious  risk,  not  just  of 
being  sued  but  ofbeing  successfully  sued.  Where 
do  you  think  the  jury’s  sympathy  is  going  to  be, 
with  the  trained  doctor  or  with  the  uneducated 
patient?  If  you  consider  it  important  enough  to 
order  a test,  then  you  should  have  your  office 
staff  confirm  that  the  test  was  done  and  the 
result  communicated  to  the  patient.  Ifyou  don't, 
you  are  running  a high  risk  practice. 

If  you  are  treating  a patient  in  a hospital 
setting,  make  very  sure  that  you  examine  all  x- 
ray  reports  and  other  tests  before  you  discharge 
a patient,  unless  there  is  no  harm  to  be  antici- 
pated if  the  patient  is  sent  home  and  the  test 
results  are  found  to  be  positive  after  the  patient 
is  discharged.  A number  of  cases  have  been 
generated  where  the  doctor’s  orders  say  dis- 
charge in  A.M.  if  no  fever,  only  to  find  out  after 
the  discharge  that  a serious  fracture  is  shown 
by  a late-taken  x-ray.  Ifyou  discharge  without 
having  a test  back,  say  so  on  the  record  and 
explain  why  you  are  doing  it. 
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Appointments  and  Scheduling 

One  of  the  most  frequently  heard  complaints 
about  physicians  after  the  patient  relationship 
has  soured  is  that  the  doctor  was  insensitive, 
and  the  patient  had  to  wait  a long  time  after  his 
appointment  time  to  see  the  physician.  In  a 
perfect  world,  you  would  schedule  just  the  right 
number  of  patients,  have  time  for  routine  tele- 
phone calls  and  emergency  patients,  and  even 
some  home  life.  That  perfect  world  doesn’t  exit. 

Most  of  you  see  more  patients  than  you  like 
because  you  attempt  to  be  accommodating.  If 
your  typical  day  is  over  appointmented  and 
includes  emergency  telephone  calls  as  well  as 
other  emergencies,  then  your  office  staff  ought 
to  say  to  patients  when  the  appointment  is  set, 
“You  may  be  delayed  because  of  demands  on  the 
doctor’s  time  and  this  is  the  best  estimate  we 
can  give  you  when  you  can  see  the  doctor.”  It  is 
helpful  to  apologize  if  you  are  late  for  an  ap- 
pointment. People  will  appreciate  that  you  are 
busy,  but  also  that  you  recognize  that  the 
patient’s  time  has  value  also.  Missed  or  can- 
celled appointments  must  be  documented.  In 
most  cases  there  should  be  a follow-up.  Why 
was  the  appointment  not  kept?  This  is  not 
critical  on  initial  appointment  or  on  appoint- 
ments dealing  with  routine  matters.  It  is  true, 
however,  that  a pattern  of  missed  appoint- 
ments may  indicate  physician  dissatisfaction. 
They  should  be  followed  up  and  the  follow-up 
documented. 

Medical  Records 

Please  do  not  keep  your  patient  records  on  the 
back  of  a pack  of  book  matches  or  even  on  one  of 
those  pads  the  drug  companies  give  away. 

Your  office  notes  will  be  the  best  friend 
you’ve  ever  had  if  you  keep-contemporaneous, 
clear,  dated  notes  of  your  treatment.  Make 
them  as  accurate,  legible,  and  comprehensive 
as  possible.  When  you  make  notes,  date  them, 
do  not  leave  big  open  spaces,  and  do  not  go  back 
later  and  fill  in  empty  spaces  unless  you  date 
the  additions  when  written.  After  you  have 
written  a note,  read  it  carefully.  You  would  be 
amazed  at  how  many  times  the  word  “not”  is 
omitted  and  “cannot”  becomes  “can.”  And  pre- 
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fixes  such  as  “in”  (inconclusive)  are  omitted. 
When  you  use  symbols,  be  sure  they  are  clear 
and  used  consistently.  Whether  your  notes  are 
written  or  typed,  if  you  make  a correction,  date 
it. 

Do  not  under  any  circumstances  alter  or 
destroy  any  records  or  charts.  This  is  very 
important.  Be  aware  that  paper  and  ink  chemi- 
cal compositions  change  on  a regular  basis  and 
that  differences  in  rate  of  ink  drying  can  be 
determined.  Please  don’t  even  think  about  al- 
tering or  changing  a record  unless  you  do  it 
properly.  Properly  means  to  note  the  date,  time, 
and  reason  for  the  record  change  on  the  record. 

Another  important  lesson  is  never  to  allow 
records  to  go  out  of  your  office  without  a note  on 
the  chart  of  the  date  and  time  when  copies  of 
records  were  sent  and  to  whom  they  were  sent. 
When-ever  you  have  a patient’s  chart  in  your 
hand,  take  a few  seconds  to  ensure  that  no  part 
of  it  is  missing.  Number  the  pages  of  your  own 
writings  so  that  the  check  is  quick  and  easy.  If 
you  have  lab  tests  or  hospital  reports,  keep 
them  separate.  Make  sure  that  lab  results  have 
been  communicated  to  the  patient  and  that  you 
have  read  hospital  reports.  The  medical  records 
are  yours  and  although  the  patient  is  entitled  to 
copies  of  his  records,  I would  never  allow  the 
originals  out  of  your  hands  unless  they  are 
subpoenaed. 

If  a patient’s  lawyer  requests  copies  of  the 

file, 

1.  Do  not  send  until  you  have  satisfied 
yourself  that  they  are  complete  and 
accurate. 

2.  Make  sure  the  lawyer  has  provided 
a current  medical  authorization. 

3.  If  the  records  are  sought  and  there 
is  no  accident  claim,  you  should 
consult  your  lawyer  or  insurance 
carrier. 

Your  medical  records  are  a diary  of  contem- 
poraneous notes  usually  made  at  the  time  of 
treatment.  When  measured  against  the  memory 
of  a frightened  or  sick  patient,  these  notes 
should  win  every  time.  Your  notes  are  not  kept 
for  litigation  purposes  but  for  the  good  of  the 
patient.  Every  indicia  of  authenticity  supports 
the  validity  of  the  notes.  In  one  case  before  the 
Optometry  Board  the  Hearing  Committee  said: 
“Under  the  circumstances,  the  Board  relies  on 
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Now  that  your  senior  partner  has 
retired  and  the  new  internist  has  bought  into  the  practice, 
your  own  retirement  plans  have  gotten  a little  firmer. 


You  finally  sold  the  rental  property  you’ve  owned  for  years. 
What  to  do  with  the  proceeds  is  another  question. 


You  have  one  partner,  two  nurses  and  one  receptionist. 
And  two  brokers  who  both  phoned  with  a unique  investment. 

And  your  office  manager  just  reminded  you 
the  premium  for  your  malpractice  insurance  is  due  next  month. 


It’s  time  you  talked  with  a private  banker 
from  Wilmington  Trust. 


We  understand  the  special  financial  requirements  of  physicians  who  want  to  make  the 
most  of  their  practices  for  themselves  and  their  families. 

The  private  bankers  at  Wilmington  Trust  are  talented  professionals  who  can  coordinate 
customized  credit  and  insurance  arrangements,  provide  estate  planning,  manage  investments 
and  develop  tax-advantaged  retirement  benefit  plans. 

If  you  are  among  those  actively  building  substantial  assets,  call  David  Ernst  in  Private 
Banking  at  (302)  65 1 -8855. 

^ WILMINGTON  TRUST  t=f 


MEMBER  FOIC 


the  records  of  Dr. which  were 

maintained  in  the  ordinary  course  of  business 
and  have  intrinsic  trustworthiness.” 

The  more  neat,  complete,  accurate  and  regu- 
lar medical  records  are,  the  more  persuasive 
they  will  be  if  they  are  ever  needed  as  evidence 
in  a case.  They  should  include  your  notes, 
copies  of  lab  and  hospital  reports,  records  of  all 
telephone  calls,  records  of  all  prescriptions  given 
or  received. 

Informed  Consent 

The  subject  of  informed  consent  seems  to  be  of 
greater  concern  than  other  allegations  of  medi- 
cal negligence.  Delaware  has  codified  the  law  of 
informed  consent  and  the  codification  is  a rule 
of  reason.  You  should  know  that  very  few  cases 
ever  turn  on  informed  consent.  It  is  usually  a 
throw-in  with  other  allegations. 

1.  Informed  consent  is  required  only 
in  non-emergency  situations. 

2.  Lack  of  informed  consent  means 
the  physician  failed  to  provide  in- 
formation customarily  given  by 
other  doctors  of  similar  training  in 
similar  circumstances.  This  is  a 
standard  which  is  established  by 
other  doctors. 

Furthermore,  it  is  a defense  to  a claim  of  his 
informed  consent  that  a person  of  ordinary 
intelligence  would  have  known  of  the  risk  even 
if  not  told;  or  that  the  injured  party  would  have 
gone  through  the  procedure  even  if  the  infor- 
mation had  been  given. 

For  good  practice,  the  physician  should 
discuss; 

1.  The  risk  and  benefits  of  the  treat- 
ment. 

2.  Alternatives  to  the  proposed  treat- 
ment. 

3.  The  risk  or  benefits  of  doing  noth- 
ing or  the  alternative. 

You  should  give  the  informed  consent  infor- 
mation, and  after  giving  the  information,  you 
should  note  in  your  record  that  you  have  done 
so.  Ask  for  questions  and  put  questions  in  your 
records.  I know  the  hospital  will  have  a patient 
sign  a consent  for  you  to  do  surgery,  but  if  you 
do  the  procedure,  the  burden  is  on  you  and  you 
should  also  do  it. 
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Be  sure  that  you  know  informed  consent 
applies  to  drugs  also. 

A recent  case  was  won  on  directed  verdict 
where  a potent  antibiotic  was  used.  The  patient 
lost  partial  hearing  as  a result.  I am  convinced 
the  patient,  an  older  woman,  was  telling  the 
truth  when  she  testified  she  had  no  recollection 
of  the  i nformed  consent.  But  it  was  documented ! 
It  helped  also  that  when  she  testified  she  was 
not  aware  the  drug  was  to  be  used,  that  the 
hospital  records 

showed  she  talked  to  the  nurse  about  the  drug. 
She  was  simply  elderly  and  frightened.  That  is 
precisely  why  you  keep  good  records. 

If  for  any  reason  you  must  terminate  the 
physician/patient  relationship,  you  should  do 
the  following: 

1.  Notify  the  patient  in  writing  by 
return  receipt  mail. 

2.  Provide  the  patient  with  a reason 
for  the  termination. 

3.  Continue  as  the  patient’s  treating 
physician  for  a reasonable  period  of 
time,  such  as  30  days,  during  which 
the  patient  can  retain  the  services 
of  another  physician. 

4.  State  clearly  the  date  on  which  the 
termination  will  become  effective. 

5.  Describe  sources,  such  as  the  medi- 
cal society,  which  will  aid  in  identi- 
fying other  physicians  of  like  spe- 
cialty. This  should  include  an  offer 
to  recommend  other  physicians  from 
which  the  patient  may  choose. 

6.  Offer  to  transfer  records  to  the  new 
physician  upon  receipt  of  a signed 
authorization  to  do  so. 

7.  Offer  to  see  the  patient  in  cases  of 
emergency  within  the  stated  pe- 
riod. 

8.  Include  all  of  the  above  in  the  letter 
notifying  the  patient  of  termina- 
tion. 

No  matter  how  careful  you  are,  some  of  you 
will  be  sued.  But  if  you  and  your  staff  maintain 
good  relationships  with  your 
patients  and  keep  careful  and  complete  records, 
many  potential  risks  can  be  ameliorated.  I 
suggest  that  you  will  want  to  practice  in  as  low 
a risk  atmosphere  as  is  possible.  To  the  extent 
that  you  can  eliminate  annoying  practices  you 
will  move  closer  to  that  goal. 
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BRAIN  AND  CENTRAL  NERVOUS  SYSTEM  TUMORS 
DELAWARE,  1980  TO  1989 


INTRODUCTION 
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Primary  brain  and  central  nervous  system 
(CNS)  tumors  constitute  only  a small  fraction 
(1.5%)  of  the  total  annual  number  of  new 
cancer  cases  in  Delaware.  Between  1980  and 
1989,  288  malignant  brain  tumors  were  re- 
ported to  the  Delaware  Tumor  Registry.  The 
greatest  proportion  were  gliomas,  especially 
astrocytomas  (Fig.  1). 


501%  respectively  as  compared  to  1973/74. 1 In 
Delaware  a review  of  brain  cancer  rates  during 
the  1980’s  found  much  the  same  pattern  of 
increase  in  the  elderly  (Fig.  2).  The  incidence 
of  malignant  tumors  in  persons  over  65  years  of 
age  increased  from  16.2  cases  per  100,000  (1980- 
84)  to  21.58  per  100,000  (1985-89). 


INCIDENCE  RATES  AND  TRENDS 

The  National  Cancer  Institute  and 
many  national  registries  in  industri- 
alized countries  have  reported  sig- 
nificant increases  in  brain  cancer  in 
recent  years.  This  increase,  however, 
has  almost  always  been  confined  to 
1 the  elderly.  The  NCI  reported  that 
incidence  rates  in  1985  for  persons 
agea  n-/y,  su-84,  and  85  years  of  age 
and  over  were  up  187%,  394%,  and 

Dr.  Frelick  is  Medical  Consultant  for  Chronic  Dis- 
eases, Delaware  Health  and  Social  Services. 

Dr.  Huang  is  a Neurosurgeon  at  the  Medical  Center 
of  Delaware. 

Allan  Topham  is  a consultant  to  the  Delaware 
Tumor  Registry. 


Fig.  1 

Histological  Distribution  of  Malignant  Brain  & CNS  Tumors 
Delaware,  1982-1987 
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Fig.  2 

Incidence  Rates  of  Malignant  Brain  Tumors 
Delaware,  1980-84  versus  1985-89 


Rate  Per  100,000 


Ages  00-64  Ages  65+  TOTAL 


1980-84 

3.42 

16.20 

4.68 

1985-89 

3.90 

21.58 

5.65 

1980-84 


1985-89 


IS  THE  INCREASE  REAL? 


just  an  effect  of  an  improvement  in  diagnostic 
accuracy,  the  next  logical  question  is  whethe 
the  tumors  are  primary  or  secondary  (metas 
tatic).  This  question  is  difficult  to  answer 
especially  in  view  of  a lower  rate  of  histologi 
cal  verification  in  elderly  patients.  Data  fron 
the  Delaware  Tumor  Registry  reveals  dat; 
similar  to  that  reported  by  the  National  Cance 
Institute:  histological  confirmation  of  primary 
brain  malignancies  in  the  elderly  (age  65+)  i 
only  found  in  56.1%  compared  to  over  86%  fo 
those  under  age  65. 

Lung  and  breast  cancers,  both  of  which  ar 
more  frequent  over  the  age  of  65,  commonlj 
metastasize  to  the  brain.4  Unrecognized  lun; 
cancer  cases  presenting  as  brain  neoplasm 
could  possibly  explain  the  increase,  especiall 
in  Delaware,  where  the  incidence  of  lun 
cancer  is  not  only  10.6%  higher  that  the  na 
tional  average  (from  1982-87)  but  has  increase! 
steadily  over  the  last  decade.  Boyle,  et  al  cit 
data  from  the  San  Francisco  Bay  Area  Cance 
Registry  to  show  that  this  hypothesis  may  b 
true.2  The  Delaware  experience  (Table  1)  als 
lends  support. 


Two  possible  explanations  have  been  suggested 
for  the  increases:  the  introduction  and  exten- 
sive use  of  CT  scans  and/or  a true  increase  in 
incidence  independent  of  diagnostic  advances.2 
Since  the  rise  in  incidence  began  at  approxi- 
mately the  same  time  CT  scanning  was  intro- 
duced (about  1972-73),  some  think  the  increase 
is  largely  due  to  improved  diagnoses,  especially 
in  the  elderly  who  would  have  been  less  likely 
to  have  had  the  invasive  techniques  needed  to 
establish  a diagnoses  prior  to  1972. 


The  San  Francisco  conclusion  is  equally  vali 
for  Delaware;  an  additional  29  unrecognize 
lung  cancers  presenting  as  brain  neoplasms  ( 
mere  2%  of  the  total  lung  cases  for  this  ag 
group)  could  account  for  the  entire  increas' 
Tertiary  support  for  this  idea  also  comes  froi 
some  autopsy  studies  which  show  a high  rate  c 
unrecognized  lung  cancers  at  death5  and  froi 
clinical  experience  in  which  some  primary  lun 
tumors  are  not  diagnosed  until  the  metastab 
brain  tumor  has  been  identified. 


Several  recent  writers,  while  recognizing  some 
of  the  increase  could  be  due  to  diagnostic 
advances,  have  offered  evidence  that  the  in- 
crease is  real.  Desmueles,  et  al  conducted  a 
retrospective  case  review  to  measure  the  effect 
of  CT  scan  and  Magnetic  Resonance  Imaging 
(MRI)  on  the  incidence  rates.  Their  findings 
“show  that  CT  scans  and  MRI  arc  responsible 
for  the  detection  of  about  20%  of  brain  tumors 
[so]  we  conclude  that  other  factors  also  are 
responsible  for  the  observed  trends”.3 

If  the  increase  in  brain  tumors  is  real  and  not 


OTHER  POSSIBLE  ETIOLOGIES 

Even  in  light  of  the  above  studies,  definii, 
conclusions  are  difficult  to  reach,  especiall 
because  no  firmly  established  risk  factors  f(. 
brain  malignancies  have  been  recognized.6 
number  of  risk  factors  have  been  suggests 
from  recent  epidemiological  research. 

Thomas,  et  al7  have  shown  that  some  occup; 
tional  exposures  can  be  related  to  elevated  risl 
of  brain  neoplasms.  However,  since  observe 


Table  1 

Numbers  of  Lung  versus  Brain/CNS  Cancers 
Occurring  in  Delaware,  Ages  65  and  Over 
Comparison  of  Two  Time  Periods 

No.  of  Cancer  Cases 


1985-89 

1980-84 

Age  Groups 

Brain/CNS 

LUNG 

Brain/CNS 

LUNG 

65-74 

54 

848 

31 

666 

75-84 

19 

452 

18 

303 

85+ 

6 

86 

1 

59 

Total 

79 

1386 

50 

1028 

otal  (All  Ages) 

196 

2405 

142 

1959 

! 

ain  tumor  increases  have  been  the  same  for 
iith  genders  in  most  countries,  it  is  less  likely 
tat  the  explanation  will  be  found  in  occupa- 
Dnal  environments.  In  contrast,  more  interest 
s been  shown  in  those  studies  which  have 
'tvealed  possible  links  to  N-nitroso  compounds, 
!>wer  magnetic  fields,  dental  amalgam,  X- 
ys,  and  passive  smoking.8 

INCLUSIONS 

daware  Tumor  Registry  data  reveal  an  in- 
:iease  in  the  number  of  brain  cancers  per 
0,000  confined  to  those  over  65  years.  Cur- 
ntly  there  is  no  way  to  prove  if  the  increase 
due  to  primary  or  metastatic  cancers  since 
vanced  imaging  technology  does  not  define 
otology  and  surgical  interventions  are  often 
1 ferred  in  older  patients.  It  is  not  likely  that 
I imary  brain  malignancies  are  more  likely  to 
misdiagnosed  than  metastatic  lesions  in 
' ier  patients.  Thus  the  increase  may  be  due  to 
; :tastatic  brain  lesions  with  undiagnosed  pri- 
ory cancers.  It  is  important  to  better  define 
1 2 characteristics  of  brain  tumor  patients, 
1 ^ecially  older  patients,  in  future  surveillance 
idies. 
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RADIOGRAPH  OF  THE  MONTH 


James  F.  Lally,  M.D. 


Figure  1.  Lateral  neck  radiograph  of  a young  adult 
woman  with  a severe  sore  throat.  What  is  your  diagnosis? 
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Diagnosis:  Adult 
Supraglottitis  (Epiglottitis). 

A lateral  radiograph  of  the  neck  shows  marked 
soft-tissue  swelling  of  the  supraglottic  soft  tis- 
sues, including  the  epiglottis,  the  aryepiglottic 
folds,  and  the  base  of  the  tongue.  The  adjacent 
airway  is  narrowed. 

Adult  epiglottitis  is  an  uncommon  but  po- 
tentially lethal  disorder  that  has  been  recog- 
nized with  increasing  frequency.  Although  a 
more  common  disease  in  children,  the  failure  to 
diagnose  in  some  adults  may  account  for  an 
estimated  mortality  in  adults  of  7 percent,  a 
rate  that  exceeds  the  childhood  rate  of  1 per- 
cent. 

Adults  with  epiglottitis  are  most  often  seen 
between  the  ages  to  20  and  40  years.  The  typical 
patient  presents  with  a severe  sore  throat  and 
difficulty  swallowing.  The  sore  throat  is  often 
out  of  proportion  to  the  physical  findings.  A 
fulminant  course  may  then  follow,  with  the 
rapid  onset  of  airway  compromise  and.  if  unrec- 
ognized, death. 

The  offending  pathogen  most  often  identi- 
fied in  adult  epiglottitis  is  H I nfluenza.  Only  20 
to  30  percent  of  patients  with  adult  epiglottitis 
have  positive  blood  cultures;  in  the  majority  of 
patients  no  pathogen  is  found.  A positive  blood 
cultures  delineates  a subset  of  patients  that 
more  often  have  a rapid  onset  of  symptoms  and 
are  more  likely  to  have  airway  obstruction. 

An  interesting  historical  footnote  about  the 
disease  appears  in  the  medical  literature.  It  has 
been  speculated  that  George  Washington  may 
have  died  of  epiglottitis  rather  than  quinsy. 
Washington  died  on  December  14, 1799,  after  a 
short  illness  that  lasted  21  hours.  He  awoke 
during  the  early  morning  hours  of  the  14th  of 
December  with  pain  on  swallowing  and  diffi- 
culty breathing.  By  the  late  evening  of  the  same 
day  he  had  succumbed 
to  the  short  term  illness. 


Lateral  (soft-tissue  tech nique)  radiographs 
of  the  neck  have  an  important  role  in  the 
diagnosis  of  adult  epiglottitis.  Ideally  erect  lat- 
eral radiographs  of  the  neck  should  be  obtained 
in  the  setting  of  the  emergency  room  or  nearby 
where  physicians  capable  of  establishing  an 
emergency  airway  are  immediately 
available.  Most  observers  report  positive  radio- 
graphs in  over  90  percent  of  cases.  A high 
correlation  has  also  been  noted  between  radio- 
graphically positive  findings  and  laryngo- 
seopically  documented  epiglottitis. 

The  swollen  “thumb-shaped"  appearance  of 
the  epiglottis  on  a lateral  neck  radiograph  is  the 
hallmark  of  diagnosis  of  epiglottitis.  Other  ra- 
diographic findings  include  swelling  of  the 
aryepiglottic  folds,  the  arytenoids,  the  uvula, 
and  a finding  of  most  importance  --  narrowing 
of  the  airway.  One  report  suggests  that  an 
epiglottic  width  greater  than  8 mm  is  highly 
suggestive  of  epiglottitis.  Since  the  lateral  neck 
radiograph  is  not  100  percent  accurate,  a nega- 
tive lateral  neck  radiograph  does  not  exclude 
the  diagnosis  of  adult  epiglottitis.  If  this  diag- 
nosis is  still  suspect  clinically,  these  patients 
should  have  laryngoscopy.  Most  observers  be- 
lieve that  laryngoscopy  does  not  precipitate 
airway  obstruction. 

This  important  disease  should  be  consid- 
ered in  any  adult  who  presents  with  a severe 
sore  throat  and  difficulty  swallowing. 
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ON  BEING  A DOCTOR 


The  Laying  On  of  Hands 


Richard  B.  Weinberg,  M.D. 


I had  been  dreading  the  call  all  day.  I was  in  the 
library  when  my  pager  sounded  and,  as  I walked 
to  the  wall  phone,  I had  an  ominous  premoni- 
tion. It  was  my  brother.  “They  found  abnormal 
lymph  tissue  on  the  chest  x-ray,”  he  said.  “What 
does  it  mean?”  Struck  with  an  upwelhng  of 
nausea,  I sagged  against  the  wall.  Healthy, 
active,  he  had  gone  for  the  x-ray  at  my  urging, 
after  complaining  of  fevers  and  strange  chest 
pains  for  over  a month.  “Well,  it  could  be  lots  of 
different  things  . . .,”  I began,  reassuring  him; 
but  I knew.  Like  my  grandparents  and  sister 
before  him,  my  brother  had  lymphoma. 

There  was  much  to  do.  I made  phone  calls, 
contacted  friends,  arranged  for  a referral  to  a 
specialist  in  his  city.  I flew  down  to  be  with  him 
before  his  diagnostic  thoracotomy.  It  was 
lymphoma.  A particularly  aggressive  variety. 
Together  we  called  home  to  deliver  the  bleak 
news,  and  the  next  day  I picked  up  my  bewil- 
dered and  frightened  parents  at  the  airport  and 
drove  them  to  the  hospital.  Together  we  sat  as 
the  oncologists  explained  the  treatment  op- 
tions. When  I was  not  at  my  brother’s  bedside, 
I spent  my  time  in  the  medical  library  review- 
ing the  literature  and  on  the  phone  seeking 
opinions  from  prominent  experts.  In  the  end  my 
brother  chose  a new,  but  promising,  chemo- 
therapy protocol  at  a nearby  university  hospi- 
tal and,  after  the  first  uneventful  cycle,  I re- 
turned home  to  work.  But  every  week  we  would 
talk  on  the  telephone  about  his  progress,  the 
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side  effects,  his  law  school  classes,  life.  He 
achieved  a remission  that  lasted  for  the  sum- 
mer, and  happiness  returned  to  his  voice.  We 
made  plans  for  a trip.  But  then  the  fevers 
returned  and  he  began  an  inexorable  decline, 
sickened  even  more  by  repeated  cycles  of  “sal- 
vage therapy.”  His  phone  calls  came  more  often 
and  more  urgent,  and  it  became  progressively 
harder  for  me  to  encourage  him  and  give  him 
hope. 

That  was  when  the  pain  began.  I first  no- 
ticed it  as  an  empty,  hollow  sensation  in  my 
chest  at  the  end  of  the  day.  I dealt  with  it  by 
ignoring  it.  But  as  the  days  passed,  the  pain 
became  more  insistent.  It  was  gnawing  and 
pressing,  like. a balloon  expanding  inside  my 
chest.  Heartburn,  I told  myself,  and  stopped  off 
at  the  GI  clinic  to  grab  some  H‘2  blockers;  but 
they  provided  no  relief.  Stress,  I told  myself;  but 
neither  exercise,  nor  alcohol,  nor  attempts  to 
relax  made  any  difference.  The  pain  became 
constant  and  kept  me  awake  at  night.  There 
had  to  be  an  explanation. 

Was  it  angina?  A cardiology  fellow  sneaked 
me  into  the  heart  station  one  evening  and  after 
hours  of  EKGs,  treadmills,  and  echoes  pro- 
nounced my  heart  remarkably  normal.  The 
pain  grew  more  intense.  Maybe  atypical  pleu- 
risy? I got  a chest  x-ray  in  the  emergency  room 
and  brought  it  to  Radiology.  “Lung  fields  are 
normal...  no  effusions  . . . mediastinum’s  a bit 
generous,  but  it’s  probably  a normal  variant,” 
the  radiologist  on  call  rattled  off  before  he 
turned  back  to  his  board.  The  mediastinum  is 
generous ?!  No!  It  couldn’t  be  lymphoma!  That 
night  I palpated  the  lymph  nodes  in  my  neck, 
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axilla,  and  groin.  They  did  feel  a bit  prominent. 
Soon  they  became  tender,  and  as  the  days 
passed  I was  certain  that  they  were  growing 
larger.  Meanwhile  the  pain  became  unbear- 
able. I became  obsessed  with  finding  a diagno- 
sis. I prepared  a blood  smear  on  myself,  and 
peering  down  the  microscope  I saw  my  death: 
smudge  cells!  Leukemia!  I grew  faint.  What  will 
I do?  I can’t  die  now!  How  will  I tell  my  parents? 
As  I panicked,  my  eyes  latched  onto  the  tube  of 
blood.  A grey  top.  Fluoride.  Metabolic  poison. 
Kills  white  cells.  Pseudo-smudge  cells! 

In  the  cold  sweat  of  temporary  redemption, 
I finally  accepted  the  limits  of  self-diagnosis.  I 
needed  a doctor.  But  who?  I knew  as  well  as  any 
informed  layperson  the  names  of  the  experts  at 
our  university  hospital.  But  credentials  could 
be  deceptive.  I had  seen  them  at  the  bedside, 
listened  to  them  at  conferences,  read  their 
clinic  notes,  and  weighed  their  advice  on  the 
wards.  So  who  was  the  best  doctor  for  my 
problem?  The  society  cardiologist  who  couldn't 
read  a cardiogram?  The  hotshot  oncologist  whose 
housestaff  nickname  was  “mad  dog”?  The  fa- 
mous pulmonologist  who  was  never  in  town?  If 
I made  the  wrong  choice,  I knew  that  my  symp- 
toms would  be  zealously  pursued  with  painful 
tests  which,  if  they  didn't  disclose  a diagnosis, 
would  leave  me  more  miserable  than  ever. 
Who?  Then  suddenly  it  was  clear.  Of  course!  Dr. 
Davidson! 

Dr.  Davidson  was  not  a rising  star  in  the 
Department  of  Medicine.  “I  admit  he’s  a very 
good  teacher,”  the  Chief  of  Medicine  was  often 
heard  to  say,  “but  he  just  isn’t  publishing.”  “Of 
course  he  isn’t,”  one  wanted  to  scream  back, 
“He’s  out  there  on  the  wards  every  day,  like  you 
should  be!”  And  Dr.  Davidson  certainly  tried  to 
be  “academic.”  He  was  always  talking  excitedly 
about  his  review  on  gonococcal  infections  i n the 
inner  city.  “If  s just  about  finished,”  he’d  cheer- 
fully tell  us  on  rounds,  “and  it’s  certainly  going 
to  raise  some  eyebrows.”  But  it  never  seemed  to 
appear  in  print.  The  housestaff  didn’t  care;  we 
loved  him. 

He  was  an  internist,  and  at  the  bedside  he 
shined.  It  was  Dr.  Davidson  who  discovered 
that  an  elderly  lady  admitted  three  times  in  one 
month  with  near  fatal  status  asthmaticus,  had 
recently  purchased  a new  parakeet  — and  was 
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deathly  allergic  to  it.  It  was  Dr.  Davidson  who 
saved  a man  with  tearing  chest  pain  from 
emergency  angiography  by  pointing  out  that  he 
had  ruptured  his  pectoralis  from  an  over-en- 
thusiastic weight-lifting  session.  When  the  Dean 
came  down  with  a serious  viral  pneumonia,  it 
was  Dr.  Davidson  who  sat  outside  his  door  and 
fended  off  the  well-meaning  Department  Chiefs 
who  descended  in  multitudes  to  give  conflicting 
orders  to  the  housestaff.  “The  Dean  just  needs 
to  be  left  alone,  and  he  will  get  better,”  he 
insisted.  And  he  did.  And  mysteriously,  when- 
ever it  all  became  overwhelm  ing  and  you  started 
to  think  about  quitting  medicine,  it  was  Dr. 
Davidson’s  arm  that  came  down  over  your  shoul- 
der. “Hey.  Let’s  go  down  to  the  doctor’s  dining 
room  for  a cup  of  coffee,”  he’d  say.  You  went, 
and  he'd  listen,  and  then  it  didn’t  seem  so  bad. 

Surely,  I thought,  if  something’s  wrong,  Dr. 
Davidson  will  know.  I found  him  on  the  wards, 
told  him  that  I hadn't  been  feeling  well,  and 
asked  if  he  would  look  me  over.  He  suggested 
that  we  go  to  his  office.  It  was  disorienting  to  be 
sitting  on  the  other  side  of  the  examining  table, 
but  Dr.  Davidson  quickly  put  me  at  ease,  and 
soon  I as  pouring  out  the  whole  sorry  tale  of  my 
chest  pain  and  my  brother’s  illness.  It  took 
quite  a while.  During  his  physical  examination 
he  poured  over  every  inch  of  my  body,  felt  for 
lymph  nodes,  and  listened  intently  to  my  heart. 
When  he  finished,  he  looked  at  my  chest  x-ray 
and  then  scribbled  a note  in  my  chart.  I dressed 
and,  with  my  heart  pounding,  turned  to  face 
him. 

“Do  we  need  any  tests?” 

“No,  I'd  say  you’ve  done  a pretty  good  job  of 
that,”  he  said  with  a smile. 

“Then  you  know  what’s  wrong?” 

“Yes,  I think  I do.” 

“Is  it  lymphoma?”  I choked  out,  fearing  the 
worst. 

“No,  your  lymph  nodes  feel  normal  to  me 
and,  given  the  way  you've  been  poking  at  them, 
it's  no  wonder  they’re  a bit  tender.” 

“My  heart  . . .” 

“Your  heart  is  fine.” 

“Ulcer  . . . ?” 

“No.” 

“Areyou  tellingme  that  I’m  imagining  all  of 
this?” 
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“No.  The  pain  is  real.” 

“Then  what’s  wrong  with  me?  What’s  caus- 
ing the  pain?”  I demanded. 

“You  have  heartache.” 

“Heartache?”  The  word  struck  me  like  a 
slap  to  the  face. 

“Yes,  Your  brother  is  seriously  ill.  You  are 
his  best  friend,  and  you’ve  served  as  his  per- 
sonal physician  as  well.  You’ve  helped  guide 
him  to  the  best  treatment,  comforted  him  dur- 
ing the  tough  times,  and  given  him  the  strength 
to  go  on.  You’ve  had  to  be  strong  for  him  and  for 
your  family.  Now  things  don’t  look  so  good,  you 
know  the  prognosis  of  his  condition,  and  you 
fear  what  is  to  come.  But  no  one  really  under- 
stands how  much  it  all  hurts  you.  You  love  your 
brother  very  much,  and  so  you  feel  his  pain  in 
your  heart.” 

Tears  streamed  down  my  cheeks.  I could 
not  speak. 

“It’s  okay  to  have  heartache,”  Dr.  Davidson 
continued.  “It’s  the  price  you  pay  for  loving 
someone.  And  not  many  of  us  do  as  good  a job  of 
it  as  you’re  doing  now,  you  know.”  The  famous 
arm  came  gently  down  across  my  shoulder. 
“Now  you  keep  right  on  being  a good  brother 
and  a good  doctor,”  he  said,  offering  me  a 
handkerchief  He  sat  with  me,  and  after  some 
time  I composed  myself. 

“Thank  you,”  was  all  I could  say. 

“You’re  certainly  welcome.  We’ll  talk  about 
things  again  soon,  right?  Now,  how  about  a cup 
of  coffee  in  the  doctor’s  dining  room?” 

My  chest  pain  eased  throughout  the  after- 
noon and  by  evening  was  gone.  Like  in  the  tale 


of  Rumpelstiltskin,  once  Dr.  Davidson  had  called 
the  name  of  the  demon,  its  power  was  van- 
quished. And  although  afterwards  the  heart- 
ache returned  now  and  then,  I no  longer  feared 
it.  My  brother  died  three  months  later  after  a 
valiant  struggle,  and  I gave  the  eulogy  at  his 
funeral.  I finished  my  fellowship  and  found  a 
faculty  position  in  another  city.  I later  heard 
that  Dr.  Davidson  — his  magnum  opus  never 
completed  - was  denied  tenure  and  had  left  the 
university  for  another  job.  I also  heard  that  he 
was  still  teaching  housestaff  and  was  happy. 

In  The  Oath  we  swear  “...to  consider  dear  to 
me  as  my  parents,  him  who  taught  me  this 
art...”  and  to  assist  our  fellow  physicians  with 
evei’y  kindness  should  misfortune  befall  them. 
And  so  it  should  be.  For  we  carry  a special 
burden:  We  have  learned  of  the  pain  that  dis- 
ease brings  to  mankind  and  know  that  often  we 
are  powerless  to  stop  it.  And  when  the  thin 
veneer  we  erect  to  protect  ourselves  from  this 
knowledge  is  shattered,  demons  that  lurk  in 
our  minds  are  unleashed  to  terrify  our  souls.  In 
such  times  we  cannotheal  ourselves.  Rather,  in 
such  times,  as  the  good  Doctor  Davidson  knew, 
we  must  heal  one  another. 

uOn  Being  a Doctor ” is  a section  devoted  to  the 
art  of  medicine.  These  periodic  articles  will 
examine  human  experiences  that  reflect  the 
literary  and  philosophic  sidesof  medicme.  These 
articles  are  being  offered  as  a courtesy  by  the 
Annals  of  Internal  Medicine. 
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EDITORIAL 


Improving  Access  to  Good  Medical  Care 


The  struggle  to  provide  quality  medical  care  for 
everyone  is  ages  old  and  world  wide.  However, 
a hundred  years  ago  an  encounter  with  a phy- 
sician had  a doubtful  probability  of  proving 
beneficial;  whereas  today,  with  the  expansion 
of  medical  knowledge,  benefit  is  almost  certain, 
and  therefore  demand  is  soaring.  Access  prob- 
lems are  most  severe  for  inner-city  poor  and  in 
rural/small-town  areas.  The  former  relates  to 
funds  and  to  personal  safety,  and  the  recent 
! spate  of  urban  riots  will  have  an  effect  on 
recruitment  for  years  to  come.  The  rural/small- 
town problem,  on  the  other  hand,  is  one  of 
trying  to  attract  highly  educated,  ambitious 
young  people  to  areas  with  lower  services  and 
educational  opportunities  and  higher  elderly 
I and  unemployed  populations. 

Present  day  idealists  and  social  reformers 
tend  to  forget  that  over  the  past  50  years  many 

I major  efforts  have  been  made  to  resolve  these 
problems.  We  no  longer  think  of  Blue  Cross/ 
Blue  Shield  as  social  innovation,  but  indeed  it 
was  started  to  improve  access  to  care  for  middle- 
income  people  and  to  prevent  hospital  bank- 
ruptcies. Other  efforts  included  the  Hill-Bur- 
ton programs  which  encouraged  the  develop- 
ment ofhospitals  in  small  towns.  The  hope  was 
to  motivate  more  doctors  to  settle  there.  There 
have  been  dozens  of  major  programs  to  develop 
community  health  centers.  The  National  Health 
Service  Corps  and  a number  of  student  loan 
programs  right  up  to  the  present  time  have  had 
the  same  objective.  Some  succeeded.  Others 
failed.  Some  resolved  one  problem  only  to  cre- 
ate others,  the  so-called  ripple  effect.  For  ex- 


ample, Medicare  assured  funds  for  the  care  of 
the  elderly  hut  greatly  increased  demand,  which 
has  been  at  least  partly  responsible  for  run- 
away costs.  We  need  thoughtful,  detailed  long- 
range  plans,  anticipating  and  taking  into  ac- 
count these  ripples,  and  we  need  carefully 
thought  out  decisions  on  how  to  implement 
these  plans. 

Some  things  have  been  learned  from  these 
past  efforts.  It  is  now  recognized  that  simply 
recruiting  a physician,  whether  for  inner  city  or 
rural  practice,  does  not  solve  the  problem.  One 
third  of  them  leave  within  a year,  and  most  of 
the  rest  are  gone  within  three  years,  usually 
because  of  organizational  stress.  Good  care 
requires  a facility  and  a team.  It  must  be  based 
in  a viable  community,  and  the  people  must 
support  it  and  identify  with  it.  A careful  market 
survey  may  be  predictive.  In  a difficult  rural 
area  of  marginal  population  density  where 
people  are  not  knowledgeable  about  how  to  use 
a health  facility  rather  than  abuse  it,  break- 
even may  take  three  years  or  longer,  so  some 
assured  continuing  financial  support  is  essen- 
tial. Long-term  survival  requiresgood  adminis- 
tration and  a good  organization  which  reduces 
internal  stress  and  turnover.  Most  physicians 
tend  to  be  suspicious  of  non-physician  leader- 
ship, but  on  the  other  hand,  they  do  not  like 
administrative  work  themselves  and  are  not 
very  good  at  it.  Nevertheless,  some  charismatic 
leader  is  needed  to  build  a team  and  “conceptu- 
alize a corporate  purpose  and  strategy  and  lead 
others  to  it.” 

Factors  which  have  been  found  to  correlate 
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with  success  include  the  warmth  and  concern  of 
the  entire  staff,  a broad  scope  of  services,  the 
continuity  and  stability  of  the  professionals, 
evidence  of  medical  and  administrative  effi- 
ciency and  professionalism,  a process  patients 
can  understand  and  learn,  and  convenience  of 
location  and  hours. 

Beyond  this,  it  has  been  said,  “organiza- 
tional characteristics  are  critical  predictors  of 
productivity,  efficiency,  innovation,  and  sur- 
vival. “ Most  sponsored  health  centers  fall  into 
one  of  four  organizational  models,  each  with 
advantages  and  disadvantages. 

1.  Community-sponsored  centers  con- 
sist of  board,  administrator,  doctor, 
nurse,  and  clerk.  The  model  is 
simple,  direct,  and  great  for  a single 
purpose  --  the  provision  of  basic 
medical  care  to  the  community.  Its 
main  weakness  is  lack  of  depth. 
Loss  of  a single  person  cripples  the 
entire  organization.  In  such  small 
groups,  personality  conflicts  arise 
easily  and  disastrously.  Physician 
turnover  is  high  because  of  profes- 
sional isolation  and  lack  of  respite 
from  patient  demands.  A group  of 
three  or  four  doctors  is  much  better 
for  survival,  but  this  requires  a pa- 
tient population  large  enough  to 
support  this  many  people. 

2.  The  governmental  model  is  more 
formalized  and  stable,  with  written 
procedures,  policies,  and  plans.  It  is 
accountable  and  predictable  but  of- 
ten lacks  the  flexibility  to  deal  with 
individual  problems.  It  lacks 
warmth  and  tends  to  be  impersonal. 
As  one  person  described  it,  “They 
don’t  treat  people.  They  treat  the 
plague.” 

3.  In  the  physician-sponsored  model, 
everyone  is  either  a provider  or 
assisting  one.  The  sick  are  taken 
care  of,  usually  expeditiously,  and 
the  professional  staffis  stable.  There 
is  very  little  room  for  the  adminis- 
trator, so  functions  such  as  records, 
maintenance  and  planningatrophv. 
In  general  it  is  not  accountable  to 


the  community  but  meets  the  needs 
of  the  providers. 

4.  The  hospital-sponsored  model,  like 
the  governmental  one,  is  highly  dif- 
ferentiated so  is  accountable  and 
predictable.  Its  board  tends  to  be 
advisory  rather  than  governing  but 
does  respond  to  community  needs. 
Recruiting  doctors  is  usually  not 
difficult,  but  continuity  of  care  can 
be  a big  problem,  especially  if  resi- 
dents are  used.  Two  major  draw- 
backs are  1)  the  complex  financial 
accounting  and  2)  the  fact  that  the 
real  intent  of  the  hospital  is  to  claim 
a territory  and  capture  admissions. 
If  this  fails,  the  hospital  sells  out. 
The  facility  becomes  “hospital  af- 
filiated,” and  administrative  ser- 
vices are  purchased  on  a contract 
basis. 

The  time  is  ripe  for  Delaware  to  act  to 
resolve  health-access  problems.  The  Governor’s 
Health  Care  Commission  proposes  to  develop 
care  units  that  are  organizational  hybrids  of 
those  described.  Whether  and  when  it  will  be 
implemented  is  problematic,  but  since  the  com- 
mission is  non-partisan,  its  work  should  con- 
ti  nue  through  a change  of  governors.  I note  our 
present  governor  takes  credit,  as  well  he  may, 
but  who  will  take  blame  if  it  fails? 

E.  Wavne  Martz,  M.D. 

Editor 
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The  Educator 

The  Delaware  Medical  Journal,  the  Medical 
Society,  and  the  state  of  Delaware  must  say 
farewell  to  a good  friend.  Bert  Keating,  associ- 
ate chairman  and  program  director  in  the  De- 
partment of  Medicine  at  the  Medical  Center  of 
Delaware,  has  left  the  state  to  assume  the 
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position  of  chief  of  the  Medical  Service  at  the 
Veterans’  Administration  Medical  Center  in 
Des  Moines,  Iowa. 

For  nearly  ten  years,  Bert  has  been  a valu- 
able contributor  to  the  Journal.  He  was  associ- 
ate editor  for  several  years,  and  his  regular 
editorials  and  articles,  most  recently  in  the 
June  1992  issue,  have  always  been  thought 
provoking.  His  editorial  leadership  produced 
an  excellent  issue  of  the  Journal  ( June  1988) 
devoted  to  geriatrics  in  Delaware.  Berthas  also 
been  a valuable  member  of  the  publication 
committee  and  editorial  board  of  the  Journal. 

Bert’s  commitment  to  medical  education  is 
attested  to  by  the  excellent  general  internists 
and  subspecialists  now  practicing  in  the 
Wilmington  area  who  trained  under  his  tute- 
lage. In  addition,  he  has  contributed  to  the 
education  of  physicians  in  the  state  by  playing 
an  active  role  as  a member  of  the  program 
planning  committee  for  the  Medical  Society’s 
annual  meetings. 

Berthas  inspired  those  of  us  who  work  with 
him  on  a regular  basis  through  a simple  ques- 
tion: “Is  this  in  the  best  interest  of  the  patient 
and  patient  care?”.  Although  he  will  be  missed, 
it  is  fortunate  that  the  students,  residents,  and 
physicians  of  Iowa  will  be  exposed  to  his  infec- 
tious enthusiasm  for  the  field  of  internal  medi- 
cine and  to  his  formidable  teaching  skills.  We 
will  look  forward  to  “Guest  Editorials”  and 
“Visiting  Professor”  rounds. 

Virginia  U.  Collier,  M.D. 


Update  on  Asthma: 

The  Asthma  Initiative 

In  a previous  editorial,  I discussed  selected 
aspects  of  asthma  management  as  it  pertains  to 
individual  patients.1 

Asthma  remains  a considerable  public 
health  problem.  Did  you  know  that  in  the  U nited 
States: 

• between  1970  and  1989,  the  number  of  cases 
of  asthma  rose  92  percent, 

• between  1965  and  1983,  hospitalization  rates 
increased  200  percent  for  children  and  50  per- 
cent for  adults  and  that  the  average  length  of 


hospital  stay  increased, 

• between  1970  and  1989,  the  death  rate  for 
asthma  increased  by  56  percent  despite  ad- 
vances in  supportive  care, 

•the  direct  cost  of  treating  asthma  was  $ billion 
in  1988  and  has  increased  since? 

On  a global  scale,  the  American  Lung  Asso- 
ciation proposes  a national  effort  to  determine 
the  root  cause(s)  of  asthma  so  that  more  effec- 
tive means  of  prevention  and  treatment  (or 
possibly  cure)  will  be  discovered.2 

Divided  into  national  and  regional  centers, 
The  Asthma  Initiative,  as  it  is  called,  is  ex- 
pected to  cost  $25  million  to  be  spent  over  five 
years.  Goals  of  the  Initiative  include: 
-Definition  of  the  specific  factors  that  deter- 
mine the  onset  and  severity  of  an  asthma  at- 
tack. 

-New  drugs  that  specifically  control  the  inflam- 
matory process  in  asthma.  (There  has  not  been 
a new  class  of  therapeutic  agents  introduced  in 
over  ten  years!) 

-Identifying  genes  that  control  the  behavior  of 
cells  in  the  bronchi  and  which  genes  are  impor- 
tant in  causing  or  increasing  one’s  probability 
of  developing  asthma. 

-Defining  the  allergic  mechanisms  which  cause 
hypersensitive  bronchi. 

On  a community  level,  regional  asthma 
centers  and  local  Lung  Associations  (for  ex- 
ample, The  American  Lung  Association  of  Dela- 
ware) will  coordinate  asthma  education  pro- 
grams for  the  community,  the  patients  and 
their  families,  and  physicians. 

Given  the  scope  of  the  problem  of  asthma,  I 
would  strongly  encourage  the  medical  commu- 
nity, patients,  and  the  public  at  large  to  support 
The  Asthma  Initiative.  Hopefully,  as  the  situa- 
tion unfolds,  our  local  print  and  electronic  me- 
dia will  give  the  Initiative  the  coverage  it  de- 
serves so  that  all  may  be  kept  informed  of  this 
important  and  worthwhile  effort. 

John  J.  Chabalko,  M.D. 
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LETTERS  TO  THE  EDITOR 


“Incidental  Hepatic  Hemangioma”  Reprised 


Dr.  Keating’s  editorial  comments  accompany- 
ing our  recent  article  (June  1992]  concerning 
incidental  hepatic  hemangioma1  are  appreci- 
ated, but  we  believe  certain  points  were  misun- 

Iderstood.  As  radiologists  who  like  to  keep  our 
hedges  clipped,  we  hope  that  the  point  we  were 
trying  to  make  was  not  lost;  i.e.,  that  an  orga- 
nized approach  to  incidental  liver  lesions  that 
evaluates  clinical  data  in  conjunction  with  im- 
aging information  often  permits  a high  prob- 
ability diagnosis.  Indeed,  this  approach  is  in- 
t tended  as  a paradigm  for  the  workup  of  inciden- 
tal, often  insignificant,  lesions  elsewhere  in  the 
! body. 

While  we  do  not  dispute  Dr.  Keating’s  re- 
marks concerning  the  complexity  of  the  prob- 
lem of  incidentalomas  and  the  paramount  im- 
portance of  a good  history,  he  appears  to  misun- 
derstand the  subtleties  of  the  issue  when  he 
lays  the  problem  of  incidentalomas  at  the 
radiologist’s  garden  gate.  Requests  for  imaging 
studies  are  generated  by  clinicians  who  have 
obtained  a history  and  examined  the  patient 
and  yet  seek  confidence  in  their  clinical  diagno- 
sis or  use  diagnostic  imaging  to  further  answer 
a clinical  question.  As  we  stated  in  the  article, 
the  incidentally  discovered  lesion  is  an  inher- 
ent part  of  the  diagnostic  process. 

These  lesions  are  most  often  discovered 
during  clinically  indicated  diagnostic  testing. 
Other  lesions  discovered  include  nonfunctioning 
adrenal  adenomas,  atypical  renal  cysts,  tiny 
lung  nodules,  and  bone  islands  - all  encoun- 
tered commonly  at  Ct.  The  dilemma  is:  how 
much  additional  diagnostic  testing  is  war- 


ranted? 

It  is  important  to  appreciate  that  an  inci- 
dental finding  is  only  an  incidentaloma  after 
sufficient  clinical  and  imaging  correlation  is 
obtained  and  reaches  that  conclusion.  To  para- 
phrase a recent  letter  by  Ferrucci,2  it  is  the 
nature  of  the  radiologist’s  discipline  to  be  more 
inclusive  than  the  referring  physician  when 
evaluating  imaging  studies.  Visual  search  and 
lesion  analysis  are  the  radiologist’s  raison  d’etre, 
and  his/her  conclusions  may  he  modified  by 
clinical  information.  Hence,  an  incidental  find- 
ing, even  when  in  a seemingly  unrelated  body 
part,  may  be  worthy  of  mention,  notwithstand- 
ing that  it  may  later  be  shown  to  be  inconse- 
quential. 

A final  comment:  when  in  doubt,  communi- 
cate directly  with  the  radiologist  who  has  men- 
tioned the  incidental  finding.  Ask  him  or  her 
what  level  of  diagnostic  certainty  can  be  at- 
tached to  the  finding.  Inquire  directly  as  to 
what  further  diagnostic  testing  is  indicated. 
Discuss  the  patient. 

John  S.  Wills,  M.D. 

James  F.  Lally,  M.D. 
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More  on  “Primary  Care  Physicians” 

In  the  July  1992  edition  of  the  Delaware  Medi- 
cal Journal,  the  editor,  E.  Wayne  Martz,  M.D., 
has  an  insightful  article  about  the  national 
shortage  of  primary  care  physicians,  with  well 
thought-out  suggestions  for  some  solutions  to 
the  problem. 

There  are  other  more  direct  approaches  to 
effective  solutions  to  this  critical  problem,  but 
they  involve  starting  down  the  slippery  slope  of 
authoritarianism. 

The  Accreditation  Council  for  Graduate 
Medical  Education  could  rule  that  in  the  future 
it  will  accredit  50  percent  of  all  residencies  (and 
fellowships)  to  primary  care  only  (general  in- 
ternal medicine,  general  pediatrics,  family  prac- 
tice). The  remaining  50  percent  of  all  residen- 
cies and  fellowships  will  be  apportioned  among 
all  the  other  specialties  and  subspecialties.  Then, 
if  necessary,  the  A.C.G.M.E.  could  rule  that 
applicants  for  residencies  and  fellowships  would 
be  accepted  only  if  they  agree  to  practice  in 
areas  ruled  to  be  in  need  of  their  type  of  service. 

I emphatically  do  not  approve  of  this  solu- 
tion. And  I believe  that  most  of  my  medical 
colleagues  agree.  It  would  be  a terrible  solution, 
but  one  which  it  is  conceivable  that  our  federal 
government  might  in  the  future  endorse  and 
push.  Dr.  Martz  has  made  some  thoughtful  pro- 
posals. It  will  be  in  the  best  interests  of  our  patients  and 
our  professional  selves  if  we  physicians  make  it  a first 
priority  to  solve  this  urgent  problem.  If  we  do  not  solve 
it,  the  government  will  do  it  for  us. 


David  Platt,  M.D. 


Response  to  “Changes  in  Commu- 
nity Psychiatry  During  the  Past  50 
Years” 

Contrary  to  Dr.  Davis’s  article  “Changes  in 
Community  Psychiatry  During  the  Past  50 
Years”  I May  1992  ] stating  that  I said,  “Commu- 
nity is  better”;  “Community  care  costs  less”; 
“Care  in  the  least  restrictive  setting  is  of  higher 
quality.”  I said  theoppos/7e,  e.g.,  that  one  of  the 


reasons  “Deinstitutionalization:  Avoiding  the 
Disasters  of  the  Past”  was  because  “there  was 
no  true  testing  of  the  tenets  later  given  as  the 
philosophic  underpinnings  of  deinstitu- 
tionalization: for  example,  community  care  is 
better  than  institutional  care,  and  care  in  the 
least  restrictive  setting  is  of  higher  quality.”  I 
would  appreciate  a correction.  Thank  you. 

John  A.  Talbott,  M.D. 
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Richard  C.  Hayden,  M.D. 


Dr.  Richard  Carroll  Hayden,  obstetrician  and 
gynecologist,  died  of  a heart  attack  on  Wednes- 
day, July  1, 1992,  at  St.  Anthony’s  Hospital,  St. 
Petersburg,  Florida.  He  was  71  and  had  a 
coronary  artery  disease  for  which  he  previously 
had  bypass  surgery. 

Dr.  Hayden  was  a member  of  the  staffs  of 
both  the  St.  Francis  Hospital  and  the  Medical 
Center  of  Delaware  in  their  respective  depart- 
ments of  obstetrics  and  gynecology.  He  lived  at 
1204  Hopeton  Road  in  Wilmington  and  was 
vacationing  in  Florida  at  the  time  of  his  death. 
He  had  practiced  in  Wilmington  from  1950 
until  1986,  when  he  retired. 

Dr.  Hayden  was  born  in  Baltimore,  Mary- 
land, on  September  7,  1920,  and  after  second- 
ary education  he  entered  the  University  of 
Maryland,  graduating  with  a B.S.  degree  in 
1941.  He  continued  there  in  the  medical  school, 
obtaining  his  M.D.  degree  in  1944.  From  1944 
to  1945  he  interned  at  the  Bon  Secour  Hospital 
in  Baltimore,  following  which  he  began  a resi- 
dency in  OB/GYN,  also  at  Bon  Secour.  How- 
ever, after  one  year  he  was  called  for  military 
service  and  entered  the  U.S.  Air  Force,  where 
he  served  as  a medical  officer  for  two  years.  In 
1948  he  returned  to  Bon  Secour  and  completed 
his  residency  from  1948  to  1950.  In  addition,  he 
did  further  post-graduate  work  in  OB/GYN 
pathology  at  Johns  Hopkins  University  and 
other  studies  at  George  Washington  University 
in  D.C.  He  was  licensed  in  Maryland,  Delaware 
and  in  Washington,  D.C. 

Dr.  Hayden  came  to  Wilmington  as  an  as- 
sistant to  Dr.  Willard  Preston  and  joined  the 
staffs  of  the  St.  Francis  Hospital  and  the 
Wilmington  General  Hospital  with  the  rank  of 


assistant.  He  took  his  boards  in  OB/GYN  and 
was  certified  as  a specialist  by  the  Boards  of 
Obstetrics  and  Gynecology  in  1954.  This  was 
followed  in  1955  with  promotion  to  the  rank  of 
associate.  By  1958  he  had  been  promoted  to 
senior  attending  along  with  increased  activity 
in  the  department,  especially  with  teaching  in 
the  residency  program  at  the  Wilmington  Gen- 
eral. In  1960  he  became  a chief  at  St.  Francis 
and  continued  his  post-graduate  studies  at  the 
Graduate  School  of  Medicine  at  the  University 
of  Pennsylvania.  He  regularly  published  ar- 
ticles in  the  Delaware  Medical  Journal , Mod- 
ern Medicine , and  the  Journal  of  OB/GYN.  In 
1962  he  also  became  an  attending  chief  at  the 
Memorial  Hospital.  At  the  Delaware  Hospital 
he  held  the  rank  of  courtesy. 

The  merger  of  the  three  nonsectarian  hos- 
pitals in  Wilmington  to  form  the  Wilmington 
Medical  Center  in  1965  (now  called  the  Medical 
Center  of  Delaware)  propelled  Dr.  Hayden  to 
another  level  of  responsibility  in  his  position 
and  relationship  to  his  colleagues.  The  merger 
created  a single  department  of  OB/GYN,  and 
Dr.  Hayden  was  elected  the  first  director  of  this 
newly  formed  department.  In  this  capacity  he 
grasped  the  concept  of  merger  and  the  opportu- 
nities it  presented  to  achieve  the  potential  ben- 
efits of  one  large  department  by  putting  all  the 
OB/GYN  of  the  three  hospitals  in  one  place. 
This  was  not  an  easy  thing  to  accomplish, 
particularly  in  the  face  of  the  usual  resistance 
to  change  and  the  fact  that  there  was  at  that 
moment  no  one  place  large  enough  to  contain 
the  total  clinical  load  which  the  aggregation  of 
patients  would  demand.  However,  a beginning 
was  made  under  Dr.  Hayden’s  leadership.  At 
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first,  the  OB/GYN  department  at  the  Memorial 
Hospital  closed  and  moved  to  the  Wilmington 
General  where  a new  facility  had  just  been 
completed.  It  took  a while  longer  to  get  ad- 
equate on-call  quarters  built  to  house  the  in- 
creased staff  before  the  OB/GYN  department  at 
the  Delaware  Hospital  also  moved  over,  closing 
their  beds  at  the  Delaware  and,  as  at  the  Memo- 
rial, converting  those  beds  to  other  uses.  This 
was  the  beginning  of  many  other  significant 
changes  resulting  from  the  merger,  and  Dr. 
Hayden  took  the  lead  in  this  process.  It  was  an 
insightful  decision  and  an  exhibition  of  signifi- 
cant leadership  which  overcame  bruised  egos, 
as  well  as  reluctant  and  sometimes  vigorous 
opposition.  He  initiated  a change  whose  conse- 
quences and  benefits  have  been  borne  out  with 
the  current  department  at  the  Medical  Center 
of  Delaware.  He  retired  from  active  practice  in 
1986  and  in  so  doing  passed  up  an  active  role  at 
the  medical  center.  His  retirement  occurred  at 
the  St.  Francis  Hospital  as  well,  I am  sure, 
because  of  his  heart  problems. 

Dr.  Hayden  was  a member  of  the  Delaware 
Academy  of  Medicine,  of  the  New  Castle  County 
Medical  Society,  the  Medical  Society  of  Dela- 
ware, and  the  American  Medical  Association. 
In  addition,  he  was  a member  of  the  American 
College  of  Obstetrics  and  Gynecology , the  Ameri- 
can College  of  Surgeons,  the  International  Col- 
lege of  Surgeons,  the  American  Fertility  Soci- 
ety, and  the  Obstetrical  Society  of  Philadel- 
phia. From  1980  to  1983,  he  was  chairman  of 
District  III  of  the  American  College  of  Obstet- 
rics and  Gynecology. 

Dr.  Hayden  was  a member  of  St.  Joseph  on 
the  Brandywine  Catholic  Church,  the  Rotary 
Club  of  Wilmington,  and  the  Kennett  Square 
(Pa.)  Golf  and  Country  Club. 

Hei  s survived  by  his  wife,  Marilyn  P.;  a son, 
Richard  “Duke”  Jr.  of  Wilmington;  a daughter, 
Sandy  Pero  of  Chicago;  a brother,  Hilary  of 
Rockville,  Maryland;  and  four  grandchildren. 

Memorial  services  were  held  on  Tuesday, 
July  7, 1992,  in  the  chapel  at  St.  Francis  Hospi- 
tal. Those  who  wish  may  contribute  in  his 
memory  to  either  the  American  Heart  Associa- 
tion or  to  the  St.  Francis  Hospital. 

Norman  L.  Cannon,  M.D. 
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BOOK  REVIEWS 


The  Dictionary  of  Modern  Medicine,  Jo- 
seph G.  Segen,  M.D.,  Parthenon  Publishing 
Group,  Park  Ridge,  NJ,  1992,  800  pp,  $75. 

The  compiler  of  this  dictionary  is  a practicing 
hospital  pathologist  in  Manhasset,  New  York. 
He  says  that  his  work  is  not  intended  to  replace 
the  standard  medical  dictionaries,  which  were 
written  near  the  beginning  of  this  century  and 
periodically  updated,  but  to  complement  them 
) by  supplying  definitions  of  the  myriad  of  new 
terms  introduced  in  recent  years  by  the  scien- 
tific and  cultural  revolution  in  medical  research, 
teaching,  and  practice.  In  his  introduction  the 
) author  says,  “This  is  a compilation  of  terms, 
i many  of  recent  vintage,  that  are  integral  to  the 
language  of  modern  medicine,  a language  re- 
plete with  acronyms,  jargon,  neologisms  and 
the  argot  of  new  disciplines,  diseases,  their 
diagnosis  and  therapies.”  Dr.  Segen  has  de- 
fined over  10,000  terms,  many  of  them  never 
defined  before,  in  the  800  pages  of  this  dictio- 
i nary. 

Here  is  a randomly  selected  sample  of  the 
terms  defined:  apartheid  medicine,  anecdotal, 
Andy  Gump,  biodiversity,  byte,  Cinderella 
! dermatosis,  circumstantial  homosexuality,  Dear 
Doctor  letter,  fast  food,  gefilte  fish,  halfway 
house,  Ingelfinger  rule,  Lazarus  complex,  rule 
of  nine,  Rust  vs  Sullivan,  safety  net  hospital, 
scut  work,  shotgun  experiment,  slippery  slope, 
slow  code,  snake  oil  remedies,  standard  devia- 
tion, supermom,  throw-away  journal,  tumor- 
associated  antigens,  two-tiered  billing,  Ulysses 
syndrome,  universal  precautions,  van  Gogh 
syndrome,  virgin  birth,  yuppie  disease,  and 
zippering. 
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For  the  busy  practicing  physician  who  wants 
to  keep  up  with  new  developments  in  medicine, 
this  is  an  excellent  book  to  add  to  his  or  her 
reference  shelf. 

David  Platt,  M.D. 


Woman  as  Healer,  Jeanne  Achterberg,  Ph.D., 
Shambhala  Publications,  Boston,  MA,  1991, 
241  pp. 

The  author  ofthis  book  is  a professor  of  psychol- 
ogy at  Southwestern  Medical  School  in  Dallas. 
She  has  written  here  a comprehensive  study  of 
the  role  of  women  in  medicine  from  information 
she  has  derived  from  history,  anthropology, 
botany,  archaeology,  and  the  more  recent  be- 
havioral sciences.  Her  bibliography  lists  301 
separate  source  references. 

This  is  an  angry  book.  Her  theme  is  that 
throughout  recorded  history  women  healthcare 
givers  were  oppressed  by  their  male  counter- 
parts, primarily  for  economic  reasons,  and  their 
accomplishments  were  either  denigrated  by 
men  or  misappropriated  by  them  without  attri- 
bution. In  the  Middle  Ages  they  were  labeled  as 
witches  and  burned  at  the  stake.  They  struggled 
for  centuries  in  minor  or  unrecognized  roles, 
until  finally,  by  about  1850,  they  comprised  27 
percent  of  medical  school  enrollment  in  the 
United  States.  But  in  1910,  Abraham  Flexner, 
“.  . .an  arrogant  and  power-hungry  schoolmas- 
ter who  had  no  experience  in  medicine  at  any 
level”  closed  all  but  one  of  the  female  medical 
schools.  Thereafter  women  comprised  only  3 
percent  of  medical  school  classes  until  the  fig- 
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ures  soared  again  about  1970.  And  this  she 
attributes  negatively  to  men  becoming  disen- 
chanted with  medical  school,  because  of  the 
ever  increasing  regulation  of  physicians  by 
government  and  corporations. 

The  story  begins  in  Sumer,  approximately 
present  day  Iraq,  about  4000  B.C.  In  that  cul- 
ture, God  was  female  and  women  physicians 
were  revered.  From  there  it  has  been  mostly 
downhill  for  women,  including  the  present  day 
when  nurse  midwives  and  nurse  clinicians  are 
being  harassed  by  restrictive  legislation  pro- 
mulgated by  men.  Her  remedy  is  that  women 
must  band  together,  along  with  balanced  men 
who  recognize  female  worth  and  contributions, 
and  work  for  equal  unrestricted  performance  i n 
healthcare.  This  they  can  do,  she  says,  by  get- 
ting active  in  society,  by  donating  funds  w'ith 
contingencies,  especially  to  medical  schools, 
and  by  getting  themselves  appointed  to  boards. 
Then,  she  adds,  they  will  prove  that  the  femi- 
nine mystique  is  uniquely  adapted  to  medicine 
and  will  demonstrate  the  advantage  of  caring 
over  curing,  ofholistic  medicine  over  treatment 
of  symptoms. 

David  Platt,  M I). 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 
Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We’re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 


SIMM  Associates,  Inc. 

Medical  collection  services  structured  to  meet  your  portfolio  needs 

❖ No  up-front  fees 

❖ Member  American  Collectors  Association 

❖ Fully  bonded  and  insured 

❖ Full  compliance  with  all  federal  and  state  regulations 

Christopher  Simendinger  P.O.  Box  7526 

302-368-9422  Newark,  Delaware  19714 
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IN  BRIEF 


If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant 
information  to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE  19806- 
2166.  Information  must  be  received  by  the  first  of  the  month,  two  months  before  publication. 

Physicians4  Health  Committee 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physicians’  Health  Committee 
wishes  to  help.  Please  call  302/654-1001.  All  actions  of  the  Physicians'  Health  Committee  are 
confidential,  and  the  identity  of  the  reporter  will  not  be  disclosed. 

New  Stat  Lab  In  Dover 

tMedlab  Clinical  Testing  Inc.  has  opened  a new  stat  lab  in  Dover  at  821  South  Governors  Avenue, 
to  which  endeavors  to  get  reports  back  to  the  doctor  within  three  hours  after  receipt  of  specimen.  For 
times  and  other  details  call  678-4878. 

>AMA  Fall  Calendar  Of  Wworkshops  For  Physicians  And  Medical  Office  Staff 

The  following  workshops  are  provided  by  AMA  Financing  and  Practice  Services  and  AMA 
Investment  Advisers.  For  more  information,  call  800/621-1093  Monday  through  Friday  8 a.m.  to  6 
p.m,  Central  time. 

Workshops  for  Young  Physicians 


Location 

Joining  a Partnership  or 

Grouo  Practice  (afternoon)  Starting  Your  Practice 

Chicago 

Nov.  5 

Nov.  6-7 

Baltimore 

Nov.  19 

Nov.  20-21 

Chicago 

Dec.  3 

Dec.  4-5 

Medical  Office  Staff  Workshops 

CPT  Coding 

Medical 

Insurance 

ICD-9  Coding 

for  Doctors’ 

Collection 

Business 

Processing 

for  Doctors’ 

Office 

Management 

Side  of 

Location 

and  Coding 

Offices 

(morning) 

(afternoon) 

Medicine 

Cherry  Hill 

Nov.  3 

Nov.  4 

Nov  5 

Nov.  5 

Nov.  6 

Chicago 

Nov.  10 

Nov.  11 

Nov.  12 

Nov.  12 

Nov.  13 

Chicago 

Dec.  8 

Dec.  9 

Dec.  10 

Dec.  10 

Dec.  11 
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Workshops  for  Established  Physicians 


Location 

Chicago 

Washington,  D.C. 

Chicago 

New  York  City 

Chicago 


Financial  Strategies 
for  Successful 
Retirement 
Oct.  23 

Nov.  20 


Gearing  Up 
for 

Retirement 
Oct.  24 
Nov.  6 
Nov.  21 
Dec.  4 
Dec.  17 


Financial  Strategies 
for 

Retirement 


Nov.  7 

Dec.  5 
Dec.  18 


The  Galleries  at  Winterthur  Dedicated  to  the  Art  of  Looking 

The  latest  addition  to  Winterthur's  collection  is  a new  building  dedicated  to  the  art  of  looking  at  (and 
learning  from)  things. 

The  first  gallery  to  open  will  feature  a permanent  introductory  exhibition  focusing  on  the 
meaning  of  objects  in  everyday  lives.  Perspectives  on  the  Decorative  Arts  in  Early  America  uses 
innovative  display  techniques  to  encourage  visitors  to  look  at  these  objects  in  new  ways. 
Perspectives. ..occupies  the  first  floor  of  The  Galleries  building  and  will  open  with  the  building  on 
October  10, 1992.  The  Henry  S.  McNeil  Furniture  Gallery  on  the  second  floor  will  open  in  April  1993, 
followed  by  The  Thomas  A.  Graves,  Jr.  Gallery  for  changing  exhibitions  in  late  1994. 

The  new  galleries  will  offer  self-guided,  flexible  tours.  Innovative  interpretive  techniques, 
such  as  hands-on  stations,  interactive  computer  and  audio  information  lines  will  be  located 
throughout  the  building.  To  accommodate  Winterthur’s  growing  international  audience,  these 
messages,  along  with  printed  materials,  will  be  translated  into  Spanish,  French,  German  and 
Japanese. 


U.S.  Doctors  Said  to  be  Hesitant  on  AIDS  Care 

Young  American  doctors  are  much  more  reluctant  to  care  for  AIDS  patients  than  comparable  groups 
of  doctors  in  Canada  and  France,  the  first  such  international  study  shows. 

In  the  study  of  more  than  2,600  doctors  in  three  countries,  American  doctors  said  that  AIDS 
patients  were  denied  care  by  surgeons  and  other  specialists  more  often  than  by  surgeons  and 
specialists  in  Canada  and  France. 

Most  doctors  in  the  study  said  they  recognized. an  ethical  obligation  to  treat  H.I.V. -infected 
patients.  But  of  1,745  Americans  doctors  surveyed  in  10  states,  23  percent  said  they  would  not  care 
for  AIDS  patients  if  they  had  a choice.  The  figure  compared  with  14  percent  of  542  Canadian  doctors 
and  4 percent  of  361  French  doctors. 

Of  the  Americans  doctors,  39  percent  said  that  a surgeon  or  other  kind  of  specialists  had 
refused  care  to  at  least  one  of  the  H.I.V. -infected  patients  under  their  care.  This  figure  compared 
with  13  percent  of  Canadian  doctors  and  8 percent  of  French  doctors. 

About  three-quarters  of  the  American  and  Canadian  doctors  and  about  40  percent  of  the 
French  doctors  in  the  study  reported  they  had  been  stuck  by  a needle  contaminated  with  a patient’s 
blood  at  least  once.  Several  doctors  in  the  United  States  have  died  from  AIDS  contracted  from 
needle-stick  injuries  with  H.I.V. -contaminated  blood  and  others  are  dying  from  the  disease. 

Dr.  James  W.  Curran,  a leading  AIDS  expert  at  the  Federal  Center  for  Disease  Control  in 
Atlanta,  said  in  an  interview,  “The  study  is  important,  the  results  very  discouraging  and  explana- 
tions for  the  differences  are  not  readily  apparent.” 

Excerpts  reprinted  from  The  Alabama  MD,  the  newsletter  of  the  Medical  Association  of  the 
State  of  Alabama  and  originally  published  by  The  New  York  Times. 
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PRESIDENT’S  PAGE 


The  203rd  Annual  Meeting 
of  the  Medical  Society  of  Delaware 


This  year  the  annual  meeting  of  the  Medical 
Society  of  Delaware  will  be  held  November  21 
and  22,  1992,  with  the  House  of  Delegates 
meeting  at  the  Academy  of  Medicine  on  Friday, 
November  20,  and  the  official  program  of  the 
annual  meeting  represen  ting  the  203rd  Annual 
Meeting  of  the  Medical  Society  of  Delaware 
being  held  on  Saturday,  November  21,  1992,  at 
the  Hotel  du  Pont. 

In  the  past  at  our  annual  meetings,  we  have 
tried  to  chart  the  course  for  the  coming  year. 
This  year  will  represent  a monumental  change. 
The  Strategic  Planning  Committee,  under  the 
chairmanship  of  Dr.  William  Duncan,  has  been 
actively  working  over  the  past  year  to  come  up 
with  reasonable  plans  to  bring  our  association 
into  a position  to  address  the  issues  of  the 
1990s.  You  will  receive  the  report  of  the  Strate- 
gic Planning  Committee  and  also  this  will  he 
reflected  in  numerous  by-laws  changes,  which 
are  being  suggested.  The  input  of  the  member- 
ship is  extremely  important  and  vital  for  the 
continuation  and  success  of  this  program. 

At  the  annual  meeting,  you  will  be  brought 
up  to  date  on  the  progress  of  the  Voluntary 
Initiative  Program,  and  I can  promise  you  that 
several  challenging  resolutions  will  be  intro- 
duced to  the  House  of  Delegates  which  will 
require  the  concerned  attention  of  each  mem- 
ber of  our  Society.  As  part  of  the  annual  meet- 
ing, in  addition  to  the  program  outlined  by  the 
Strategic  Planning  Committee,  it  is  planned 
that  several,  new,  excitingand  innovative  mem- 
ber benefits  will  be  proposed  and  discussed. 

The  program  for  the  meeting  on  Saturday, 
November  21,  has  been  provided  by  our  Pro- 
gram Committee,  with  Dr.  Steve  Edell  as  chair- 


man. Our  featured  speaker  at  the  luncheon  will 
be  Dr.  Uwe  Reinhardt,  who  is  a professor  of 
Political  Economy  at  Woodrow  Wilson  School  of 
Public  and  International  Affairs.  His  presenta- 
tion will  be  on  “Rewritingthe  Social  Contract  in 
American  Health  Care.”  This  lecture  will  lay 
out  the  genesis  of  the  current  health  care  crisis 
and  set  forth  various  alternative  options  for 
resolving  this  crisis.  It  is  our  hope  that  this 
program  will  attempt  to  show  a clearer  under- 
standing of  the  ethical  and  economic  trade-offs 
implicit  in  health  care  reform.  Dr.  Reinhardt 
was  boim  in  Osnabrueck,  Germany,  and  emi- 
grated to  Canada  in  1974  and  to  the  United 
States  m 1964,  where  he  is  now  an  American 
citizen.  He  attended  Yale  University  and  re- 
ceived his  doctorate  in  economics  in  1970.  He  is 
currently  at  Princeton  University,  where  he  is 
James  Madison  Professor  in  Political  Economy. 

I can  promise  you  that  this  will  allow  for  a 
thoughtful  and  provocative  approach  to  health 
care  reform.  (To  learn  more  about  Dr. 
Reinhardts  background,  see  the  interesting 
feature  that  appeared  in  JAMA  in  the  Septem- 
ber 9,  1992  issue.) 

I am  hoping  that  this  stimulating  program, 
as  well  as  the  specific  discussions  relative  to 
health  care  reform  in  the  state  ofDelaware,  will 
serve  as  an  impetus  for  most  of  our  membership 
to  attend  the  meetingof  the  House  of  Delegates 
as  well  as  the  annual  meeting  on  Saturday. 

CfWu)  (P 

James  P.  Marvel,  Jr.  M.D. 
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SCIENTIFIC  ARTICLE 


Childhood  Typhoid  Fever  Diagnosed 
in  an  Urban  U.S.  Setting 

Surinder  K.  Sodhi,  M.D. 
Stephen  C.  Eppes,  M.D. 
Joel  D.  Klein,  M.D. 


Abstract 

The  majority  of  cases  of  childhood  typhoid  fever 
diagnosed  in  the  United  States  occur  in  persons 
recently  returned  from  travel  abroad.  We  re- 
port two  childhood  cases  of  typhoid  fever  ac- 
quired in  Mexico  and  India  and  diagnosed  in  an 
urban  United  States  setting.  This  report  de- 
scribes these  cases  and  provides  insights  into 
the  pitfalls  in  recognizing  this  condition  in  a 
nonendemic  setting  as  well  as  information  con- 
cerning differential  diagnosis  and  treatment. 

Introduction 

In  the  United  States,  childhood  typhoid  fever 
may  occur  in  the  form  of  occasional  epidemics, 
such  as  the  waterborne  typhoid  outbreak  in 
Dade  County,  Florida  in  19731,  or  more  com- 
monly, as  sporadic  cases  imported  from  Mexico, 
India,  and  other  developing  countries,  where  it 
is  endemic.  We  present  two  childhood  cases  of 
typhoid  fever  in  an  urban  United  States  setting 


Dr.  Sodhi,  formerly  a fellow  in  Pediatric  Infectious  Dis- 
eases at  the  Medical  Center  of  Delaware,  is  currently 
practicing  in  New  Jersey. 

Dr.  Eppes  is  associate  director  of  Infectious  Diseases  at 
Alfred  I.  duPont  Institute,  Wilmington,  Del.  and  is  on  the 
clinical  pediatric  faculty  at  Jefferson  Medical  College,  Phila- 
delphia, Pa. 

Dr.  Klein  is  driector  of  Infectious  Diseases  at  Alfred  I 
duPont  Institue,  Wilmington  Delaware,  and  is  on  the  clini- 
cal pediatric  faculty  at  Jefferson  Medical  College,  Philadel- 
phia, Pa. 


(Wilmington,  Delaware),  whose  diagnosis  was 
not  initially  suspected  in  a place  and  time  in 
which  typhoid  fever  was  rare. 

Case  Presentations 

Patient  1.  A 15-year-old  Hispanic  male  pre- 
sented to  the  emergency  department  with  a 
three-week  history  of  abdominal  pain  and  a 
one-week  history  of  vomiting,  diarrhea,  head- 
ache, fever,  and  chills.  He  was  sent  home  with 
a diagnosis  of  a “viral”  syndrome.  Four  days 
later,  the  patient  returned  to  the  emergency 
department  with  a higher  fever  in  addition  to 
his  other  continuing  symptoms.  On  physical 
examination,  he  appeared  toxic  with  a tem- 
perature of  40  C,  pulse  of  90/min.,  and  a blood 
pressure  of  100/80  mm  Hg.  He  was  estimated  to 
be  approximately  10  percent  dehydrated.  Sig- 
nificant positive  findings  on  this  examination 
included  hyperemic  pharynx  with  tonsillar  exu- 
date, tender  anterior  cervical  lym phadenopathy , 
and  clear  lungs.  Abdominal  examination  re- 
vealed periumbilical  tenderness,  a tender  liver 
palpable  two  to  three  centimeters  below  the 
right  costal  margin  and  a palpable  spleen  tip. 
The  patient  had  focal  areas  of  erythema  on  the 
right  lower  thorax.  Initial  laboratory  studies 
revealed  a white  blood  cell  count  of  6300  mm3 
with  69  percent  polys,  4 percent  bands,  20 
percent  lymphocytes,  4 percent  monocytes,  and 
3 percent  eosinophils. 

He  was  admitted  to  the  hospital  with  a 
diagnosis  of  nonspecific  gastroenteritis  and  de- 
hydration. Subsequent  history  revealed  that 
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the  patient  had  recently  traveled  by  foot  and 
bus  from  the  Mexican  border  to  the  United 
States,  often  drinking  water  from  rivers  and 
streams  along  the  way.  During  this  journey,  he 
became  anorectic  and  developed  abdominal  pain. 

The  diagnosis  of  typhoid  fever  was  made 
when  blood  and  stool  cultures  were  reported  to 
be  growing  Salmonella  typhi.  After  eight  days 
oftherapy  with  trimethoprim-sulfamethoxazole 
(TMP-SMX),  the  patient  had  improved  consid- 
erably and  treatment  was  changed  to  oral  TMP- 
SMX.  Repeat  blood  and  stool  cultures  were 
negative  for  Salmonella  typhi , and  he  was  dis- 
charged on  the  15th  day  after  having  received 
TMP-SMX  for  a total  of  two  weeks.  The  patient 
was  lost  to  follow-up. 

Patient  2.  A 16-year-old  Indian  female,  a 
resident  ofWilmi  ngton,  Delaware,  presented  to 
her  private  physician's  office  eight  days  after 
returning  from  India.  She  had  a five  or  six  day 
history  of  fevers  to  40°C,  nausea,  several  bouts 
of  emesis  per  day,  and  anorexia  as  well  as 
intermittent  nonproductive  cough.  The  patient 
was  initially  treated  with  oral  ampicillin  for 
three  days  but  was  subsequently  hospitalized 
because  of  deterioration  in  her  condition.  On 
admission,  she  was  noted  to  be  mildly  dehy- 
drated with  a temperature  of  40  C,  respiratory 
rate  of  20/min.,  pulse  of  84/min.,  and  a blood 
pressure  of  90/64  mm  Hg.  Physical  examina- 
tion demonstrated  erythema  of  her  pharynx 
without  exudate,  clear  lungs,  and  no  lymph- 
adenopathy.  Abdominal  examination  revealed 
moderate  right  upper  quadrant  tenderness  but 
liver  and  spleen  were  not  enlarged.  Laboratory 
studies  revealed  a white  blood  cell  count  of 4300 
mm3,  with  53  percent  lymphocytes,  31  percent 
polymorphs,  1 percent  monocytes,  and  15  per- 
cent band  forms.  Liver  function  tests  revealed 
an  alkaline  phosphatase  of  289  1 U/L,  SCOT  285 
IU/L,  and  GGTP  382  IU/L  with  a total  bilirubin 
value  of  0.7  mg/dL.  Hepatitis  B surface  antigen 
and  antibody,  anti-HBc  (both  IgG  and  IgM ) and 
anti-HAV  antibodies  were  negative.  Cbest  roent- 
genogram was  normal.  Stool  cultures  at  this 
time  were  reported  negative  for  Salmonella, 
Shigella,  Yersinia,  and  Campylobacter. 

The  patient  was  hydrated  with  intravenous 
fluids  and  given  parenteral  ampicillin  and 
gentamicin.  Thirty-six  hours  after  starting  par- 
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enteral  antibiotics,  the  patient  was  still  febrile 
to  40°C.  One  week  after  admission,  a blood 
culture  obtained  in  her  private  physician’s  of- 
fice was  reported  to  be  growing  a gram  negative 
rod,  which  was  subsequently  identified  as  Sal- 
monella typhi  by  the  Delaware  State  Labora- 
tory. The  isolate  was  reported  as  sensitive  to 
chloramphenicol  and  ampicillin  as  determined 
by  the  Kirby-Bauer  method.  During  the  second 
week  of  therapy  with  ampicillin,  the  patient 
defervesced;  repeat  blood  cultures  were  sterile. 
The  patient  was  discharged  on  oral  amoxicillin, 
one  gram  three  times  a day,  with  follow-up  by 
the  Department  of  Public  Health. 

Discussion 

The  incidence  of  typhoid  fever  reported  by  the 
Centers  for  Disease  Control  in  the  United  States 
fell  from  one  case  per  100,000  in  1955  to  0.2 
cases  per  100,000  in  1966. 2 Since  1978,  the 
annual  number  of  cases  reported  has  stabilized 
at  about  500  cases  per  year.3  Tbe  percentage  of 
total  yearly  cases  that  result  from  exposure 
during  foreign  travel  has  increased  from  33 
percent  in  the  interval  1967  to  1972,  to  58 
percent  between  1975  and  1984. 2 Forty-five 
percent  of  these  imported  cases  originated  in 
Mexico,  while  15  percent  resulted  from  travel  to 
India.2 

Typhoid  fever  is  a multisystem  disease  which 
may  involve  the  central  nervous  system,  lungs, 
kidneys,  and  reticuloendothelial  system,  as  well 
as  the  gastrointestinal  tract1-5  G and  may  encom- 
pass many  potential  differential  diagnoses. 
Therefore,  it  is  possible  that  during  the  first 
week  of  illness,  patients  with  typhoid  fever  may 
present  with  nonspecific  symptoms  of  fever, 
malaise,  headache,  and  anorexia  which  may 
mimic  many  viral  illnesses  includinginfluenza, 
enteroviral,  and  adenoviral  infections.  The  pres- 
ence of  an  enlarged,  tender  liver,  as  well  as 
elevated  liver  function  tests,  may  lead  to  a 
presumptive  incorrect  diagnosis  of  viral  hepati- 
tis. Typhoid  fever  may  also  present  with  signs 
and  symptoms  of  simple  gastroenteritis  mim- 
icking rotaviral  infection  or  bacterial  gastro- 
enteritides  including  nontyphoid  Salmonella, 
Campylobacter,  or  Yersinia.  Patients  may  also 
present  with  signs  and  symptoms  suggesting 
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meningoencephalitis,  bronchopneumonia,  acute 
abdomen,  or  pelvic  inflammatory  disease.  Late 
in  the  course  of  illness,  patients  with  typhoid 
fever  may  undergo  evaluation  for  fever  of  un- 
known origin. 

The  patients  described  here  presented  with 
high  fevers  and  associated  findings  consistent 
with,  but  not  diagnostic  of,  typhoid  fever.  Both 
had  histories  of  vomiti  ng,  but  diarrhea  was  only 
present  in  patient  1.  Pharyngitis  and  liver 
tenderness  were  present  in  each  patient.  More 
specific  clues  found  on  physical  examination 
were  the  presence  of  relative  bradycardia  in 
both  patients  and  cutaneous  lesions  suspicious 
for  rose  spots  in  patient  1.  The  initial  laboratory 
studies,  particularly  in  patient  2,  who  had  el- 
evated liver  function  tests  and  leukopenia,  were 
consistent  with  the  diagnosis  of  typhoid  fever. 

The  diagnosis  of  typhoid  fever  is  best  estab- 
lished by  the  isolation  of  the  organism  from 
blood,  stool,  or  bone  marrow  aspirate.  Bone 
marrow  aspirate  cultures  substantially  increase 
the  chances  of  bacteriological  confirmation  of 
typhoid  fever,  especially  when  the  patient  has 
had  prior  antibiotic  treatment. 7,8  The  widespread 
use  of  antimicrobials  in  patients  with  suspected 
sepsis  may  partially  treats,  typhi  infection  and 
possibly  inhibit  the  isolation  of  the  organism 
from  clinical  specimens,  such  as  blood  and  stool.8 
Delay  in  the  diagnosis  of  typhoid  fever  usually 
results  from  its  varied  presentations,  incom- 
plete patienthistory,  and  the  physician’s  lack  of 
experience  with  this  infection. 

Worldwide,  chloramphenicol  has  been  con- 
sidered the  standard  antimicrobial  therapy  for 
the  treatment  of  typhoid  fever.  Trimethoprim- 
sulfamethoxazole,  ampicillin,  and  amoxicillin 
however,  may  also  be  effective  alternatives. 
Occasional  resistance  to  these  antibiotics  has 
been  observed  among  salmonella  species  iso- 
lated in  India,  Southeast  Asia,  Korea,  Mexico, 
and  central  Africa. 9 Third  generation  cephalos- 
porins, especially  cefotaxime  and  ceftriaxone, 
have  recently  been  utilized  for  the  therapy  of 
typhoid  fever  and  other  salmonelloses  with 
encouraging  success. 910  While  evaluating  pa- 
tients with  possible  typhoid  fever,  it  may  be 
critical  to  consider  the  potential  source  of  the 
patient’s  infection.  For  example,  because 
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chloramphenicol  resistance  has  been  reported 
in  Mexico,  our  first  patient  from  Mexico  was 
treated  with  TMP-SMX. 

Many  United  States  physicians  have  little 
personal  experience  with  typhoid  fever  and 
may  neglect  to  elicit  a timely,  pertinent  travel 
history  from  patients  presenting  with  confus- 
ing clinical  pictures.  Since  early  treatment  of 
typhoid  fever  facilitates  patients’  recovery,  phy- 
sicians must  think  globally  when  confronted 
with  foreign  travellers. 

Summary 

We  describe  the  occurrence  of  typhoid  fever  in 
two  adolescents  in  Wilmington,  Delaware.  These 
cases  highlight  the  difficulties  often  encoun- 
tered in  makingthis  diagnosis  in  a nonendemic 
setting  and  to  serve  as  a reminder  that  typhoid 
fever,  while  often  forgotten,  is  not  gone. 
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ABSTRACT 

Massive  trauma  in  a near-term  pregnant  pa- 
tient challenges  the  emergency  physician  with 
very  difficult  treatment  choices.  We  present  the 
case  of  a severely  traumatized  pregnant  fe- 
male, near  term,  in  whom  the  decision  to  pro- 
ceed with  a perimortem  cesarean  section  in  the 
Emergency  Department  produced  a viable  in- 
fant. We  discuss  the  guidelines  that  are  used  in 
making  such  a decision  and  their  rationale.  The 
physiologic  changes  of  pregnancy  that  may 
complicate  maternal  assessment  and  the  effect 
of  shock  on  the  fetus  are  also  discussed. 

INTRODUCTION 

While  cesarean  section  is  one  of  the  oldest 
surgical  procedures,  the  decision  to  proceed 
with  a perimortem  cesarean  section  in  the 
Emergency  Department  is  difficult  and  contro- 
versial. We  present  the  case  of  a near-term 
pregnant  patient  sufferi  ng  massive  closed  head 
injury  in  which  delivery  by  cesarean  section 
produced  a viable  infant. 

CASE  REPORT 

Shortly  before  midnight,  the  paramedics  re- 
sponded to  the  scene  of  an  apparent  hit  and  run 
where  they  found  a pregnant,  black  female  in 
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her  mid-20s  lying  in  the  roadway.  The  patient 
was  unresponsive,  with  blood  coming  from  her 
mouth,  nose,  and  ears.  Initial  vital  signs  re- 
vealed a blood  pressure  of  90/70,  pulse  of  120, 
and  a respiratory  rate  of  12,  which  rapidly 
became  agonal.  Endotracheal  intubation  was 
attempted  after  clearing  the  airway  and  estab- 
lishing cervical  immobilization  but  was  unsuc- 
cessful due  to  inability  to  visualize  the  cords. 
Good  bilateral  breath  sounds  were  obtained 
with  oral  airway,  bag,  and  mask.  She  was 
placed  on  full  backboard  with  MAST  trousers  in 
place  but  not  inflated.  A large-bore  IV  of  Lac- 
tated  Ringers  was  started  and  run  “wide  open.” 
Transport  was  initiated  within  12  minutes  of 
paramedic  arrival. 

Nine  minutes  later,  the  patient  arrived  at 
the  emergency  department  and  an  Obstetrical 
Trauma  Code  was  called.  The  right  edge  of  the 
backboard  was  elevated  to  obtain  a partial  left- 
lateral  decubitus  position.  Initial  examination 
revealed  occasional  agonal  respiratory  efforts 
but  good  bilateral  breath  sounds  without 
crepitus  when  the  patient  was  bagged.  The 
trachea  was  midline.  The  pulse  was  regular  at 
100  beats  per  minute.  The  systolic  blood  pres- 
sure was  90  by  palpation.  Pupils  were  5mm  and 
fixed.  There  was  no  spontaneous  eye  opening, 
verbalization,  or  movement.  The  Glasgow  Coma 
Scale  was  3.  Copious  bleeding  was  noted  from 
the  ears,  nose  and  mouth.  The  abdomen  was 
firm  with  a gravid  uterus  estimated  at  36  to  38 
weeks'  gestation.  No  fetal  heart  tones  were 
heard  by  Doppler  and  no  uterine  contractions 
were  felt. 
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Simultaneous  with  this  assessment,  a sec- 
ond large-bore  IV  was  placed  and  blood  was 
drawn  for  laboratoi'y  studies  and  type  and  cross 
match.  O negative  blood  was  requested.  Pulse 
oximetry  showed  a saturation  of  98-100  per- 
cent. The  airway  was  cleared  of  blood,  the 
patient  was  intubated  with  maintenance  of 
inline  cervical  traction,  and  then  hypervent- 
ilated. The  patient  showed  no  response  to  the 
procedure  and  was  without  a gag  reflex. 

When  the  obstetrical  team  arrived,  vital 
signs  revealed  a systolic  blood  pressure  of  100 
by  palpation,  pulse  of  118,  and  no  respiratory 
efforts.  The  neurologic  exam  was  unchanged.  A 
right  temporal  hematoma  with  a 2 cm  lacera- 
tion was  noted.  The  lungs  were  clear  with  good 
bilateral  breath  sounds  and  the  heart  tones 
were  regular  without  murmur,  gallop  or  rub. 
The  abdominal  exam  was  unchanged.  Neither 
fetal  heart  tones  nor  placental  souffle  were 
heard  with  a Doppler.  There  was  no  blood  or 
fluid  in  the  vagina.  The  extremities  were  flaccid 
with  extensive  brush  burns  but  no  obvious 
deformities.  At  this  point  the  patient  was  re- 
ceiving the  third  and  fourth  liters  of  crystalloid 
and  the  first  unit  of  O negative  blood. 

It  was  tbe  trauma  team's  consensus  that 
the  patient  had  suffered  a severe  if  not  mortal 
head  injury  with  probable  internal  injuries. 
Since  she  was  in  shock,  her  otherwise  viable 
near-term  fetus  was  in  jeopardy.  The  decision 
was  made  to  proceed  with  a cesarean  section 
and  was  performed  by  the  senior  obstetrical 
residents.  Within  10  minutes  of  the  patient's 
arrival,  a blue,  unresponsive,  flaccid,  but  well- 
developed  male  infant  was  delivered  and  taken 
to  an  adjacent  room  for  resuscitation. 

MOTHER’S  COURSE 

The  mother  tolerated  the  procedure  well  with- 
out anesthesia.  The  blood  pressure  was  128/86 
with  a heart  rate  of  1 10.  A brief  intra-operative 
exploration  of  the  abdomen  was  negative  for 
obvious  injury  and  the  abdominal  wound  was 
closed.  Pitocin  was  then  given.  The  placenta 
appeared  intactand  was  sent  to  pathology  where 
subsequent  examination  revealed  it  to  be  nor- 
mal without  evidence  of  abruption.  Resuscita- 
tion was  continued  with  crystalloid  and  packed 
red  blood  cell  infusion.  Hyperventilation  was 
continued  to  reduce  intracranial  pressure. 
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Lateral  and  AP  skull  radiographs  demon- 
strated no  metallic  fragments  or  fractures.  A 
lateral  cervical  spine  radiograph  revealed  no 
abnormalities.  X-ray  of  the  chest  revealed  the 
endotracheal  tube  to  be  in  good  position.  An  AP 
film  of  the  pelvis  showed  a slight  separation  of 
the  left  sacroiliac  synchondrosis. 

Laboratory  studies  revealed  hemoglobin, 
11.4  GM/dl;  hematocrit,  35  percent;  platelets, 
168/MM1;  WBC,  12.9/MM3  (14  percent  neutro- 
phils; 1 percent  bands;  1 percent  metamyel- 
ocytes; 1 percent  basophils;  77  percent  lympho- 
cytes; 5 percent  atypical  lymphocytes;  and  1 
percent  monocytes);  glucose,  196  MG/dl;  BUN, 
8 MG/dl;  creatinine,  0.8  MG/dl;  sodium,  136 
mEq/L;  potassium,  4.9  mEq/L;  chloride,  104 
mEq/L;  bicarbonate,  23  mEq/L;  CK,  268  IU/L; 
amylase,  146  IU/L;  and  ethanol,  0.  The  urine 
emit  screen  was  positive  for  cocaine.  The  PT 
was  14  sec.;  PTT,  50  sec.;  thrombin  time,  35 
sec.;  fibrin  degradation  products,  greater  than 
1000;  fibrinogen,  126  MG  percent. 

A CAT  scan  of  the  head  without  contrast 
demonstrated  massive  subarachnoid  and  intra- 
ventricular hemorrhage  with  resulting  diffuse 
cerebral  edema  such  that  no  cortical  sulci  could 
be  identified.  Soft  tissue  swelling  of  tbe  right 
temporal  area  was  noted  with  complete 
opacification  of  the  sphenoid  and  right  maxil- 
lary sinuses. 

In  the  opinion  of  the  neurosurgical  consult- 
ant, the  CAT  scan  represented  an  overwhelm- 
ing head  injury.  Severe  brain  stem  dysfunction 
was  confirmed  when  there  was  no  response  to 
cold  caloric  stimulation. 

Approximately  one  hour  after  admission 
the  patient  became  hypotensive,  which  per- 
sisted despite  infusion  of  whole  blood,  crystal- 
loid, and  pressors.  Urine  output  was  negligible. 
It  was  the  decision  of  the  attending  trauma 
surgeon  and  the  neurosurgical  consultant  that 
the  patient  had  suffered  a mortal  head  injury 
and  was  therefore  made  a “no-code."  The  pa- 
tient expired  approximately  five  hours  after 
admission.  Autopsy  findings  have  not  been  re- 
leased bv  the  Medical  Examiner’s  office  due  to 
the  possibility  of  criminal  action. 

INFANT'S  COURSE 

LJpon  delivery,  the  male  infant  was  estimated 
to  be  the  product  of  a term  gestation.  The  infant 
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was  pulseless  and  apneic  and  CPR  was  begun. 
Endotracheal  intubation  was  performed,  re- 
sulting in  equal  bilateral  breath  sounds.  The 
initial  two  doses  of  epinephrine  were  given  via 
the  endotracheal  tube  while  an  umbilical  cath- 
eter was  being  placed.  All  subsequent  epineph- 
rine, sodium  bicarbonate  and  normal  saline 
boluses  were  given  via  the  umbilical  line.  Apgars 
were  0 and  0 at  one  and  five  minutes  respec- 
tively. A heart  beat  with  palpable  pulses  was 
obtained  after  the  third  dose  of  epinephrine  15 
minutes  into  resuscitation.  The  infant  was  trans- 
ferred to  the  NICU. 

The  patient  initially  demonstrated  seizure 
activity  requiring  large  doses  of  phenobarbital 
which  subsequently  were  tapered  and  with- 
drawn. He  was  successfully  weaned  from  the 
ventilator  and  extubated  on  the  eighth  day  of 
life.  Gavage  feeding  and  physical  therapy  were 
begun.  Although  noted  to  have  a poor  suck 
initially,  this  improved  with  time. 

Serial  ultrasound  examinations  of  the  head 
were  normal.  An  MRI  of  the  head  revealed  a 
small  parenchymal  hematoma  and  two  small 
extra-axial  hematomas.  Serial  EEGs  showed 
increasing  maturity  with  abnormalities  sug- 
gestive of  a tendency  for  cortical  irritability  and 
a mild  encephalopathy.  There  was  no  further 
seizure  activity. 

At  33  days  of  life,  the  infant  was  discharged 
to  foster  care  with  his  only  medication  being 
vitamins.  He  will  be  followed  closely  by  the 
pediatric  clinic,  pediatric  neurology,  and  the 
Department  of  Social  Services.  It  is  felt  that 
while  the  infant  looked  remarkably  good  upon 
discharge,  the  potential  for  motor  and  cognitive 
delay  exists. 

DISCUSSION 

Trauma  is  a complicating  factor  in  6 to  7 per- 
cent of  all  pregnancies.1  Since  maternal  death 
is  the  most  frequent  cause  of  fetal  demise,2 
resuscitation  of  the  mother  must  be  of  primary 
consideration.  All  aspects  of  trauma  manage- 
ment apply.  Additionally,  the  left  lateral 
decubitus  position  may  increase  cardiac  output 
up  to  30  percent  at  term.3 

Shock  may  be  difficult  to  identify  in  term 
pregnancy.  The  increase  in  blood  volume  of  50 
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percent  at  term  may  allow  for  a blood  loss  of  30 
to  35  percent  without  clinical  signs.  One  must 
also  consider  that  even  with  hypervolemia  of 
pregnancy,  uterine  blood  flow  may  be  reduced 
by  as  much  as  10  to  20  percent  before  there  are 
maternal  signs  of  shock.  The  uterus  is  an  organ 
with  a dilated,  passive,  low  resistance  vascular 
system  where  blood  flow  is  determined  by  per- 
fusion pressure  thereby  putting  the  fetus  at 
risk  even  before  distress  is  noted  in  the  mother. 

Hypoxic  tissue  damage  occurs  more  rapidly 
in  the  pregnant  woman.  The  reduced  pulmo- 
nary functional  residual  capacity  caused  by  an 
elevated  diaphragm  in  combination  with  an 
increased  metabolic  rate  serves  to  hasten  the 
development  of  tissue  hypoxia. 

It  has  been  observed  that  cesarean  delivery 
may  be  of  hemodynamic  benefit  to  a trauma- 
tized mother  secondary  to  the  relief  of  vena 
caval  obstruction  by  the  gravid  uterus.  Cardiac- 
output  increases  of  25  to  56  percent  have  been 
noted  following  cesarean  section.'1  This  proce- 
dure may  thus  be  life-saving  to  both  mother  and 
infant. 

Amidst  the  urgency  surrounding  an  obstet- 
rical trauma  code,  it  is  helpful  to  have  discrete 
guidelines  for  performing  perimortem  cesar- 
ean section.  Strong,  et  af  have  outlined  four 
such  parameters. 

The  first  is  the  time  since  maternal  death. 
Katz’s  “four-minute  rule,”  which  states  that 
“the  section  should  start  within  four  minutes 
and  the  child  he  delivered  within  five  minutes 
of  maternal  death  ’3  is  generally  accepted.  How- 
ever, normal  infants  have  survived  after  deliv- 
ery carried  out  beyond  five  minutes.  Therefore, 
the  decision  to  proceed  with  or  forego  cesarean 
section  should  not  be  based  solely  on  the  “four 
minute  rule.”  This  rule  is  even  less  pertinent 
when  one  considers  the  ongoing  advances  in 
neonatal  resuscitation. 

The  second  parameter  is  the  estimated  fetal 
age.  Accurate  prenatal  history  is  the  most  reli- 
able tool  but  may  often  be  unavailable.  Mea- 
surement of  fundal  height  is  reliable  between 
18  to  30  weeks,  but  accuracy  is  compromised  by 
obesity,  abdominal  distensions  or  intrauterine 
growth  retardation.  Ultrasound  is  useful  but 
may  not  be  immediately  available  to  the  emer- 
gency physician. 
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The  third  parameter  is  that  of  fetal  status. 
While  fetal  monitoring  should  not  take  prece- 
dence over  maternal  evaluation,  the  examina- 
tion of  the  abdomen  can  easily  include  evalua- 
tion of  fetal  heart  tones  or  placental  souffle  with 
a Doppler  device  and  evaluation  of  the  peri- 
neum for  blood  and  amniotic  fluid.  With  a stable 
or  stabilizing  patient,  continuous  fetal  monitor- 
ing and  serial  ultrasound  examinations  should 
be  carried  out. 

Finally,  one  should  remember  that  the  ma- 
jority of  pregnant  victims  of  trauma  are  basi- 
cally healthy  prior  to  the  actual  event.  In  gen- 
eral this  results  in  fetuses  with  greater  re- 
serves who  should  have  an  improved  potential 
for  surviving  a perimortem  cesarean  section.1 

Each  of  the  above  criteria  pertains  to  the 
case  presented  here.  While  still  alive  at  the  time 
of  cesarean  section,  we  were  presented  with  a 
patient  with  hypotension  and  severe  head  in- 
jury. Maternal  shock  did  not  respond  to  fluid 
resuscitation  and  placed  the  fetus  at  risk.  Fetal 
age  could  be  estimated  only  by  fundal  height 
and  was  clearly  near  term,  with  a gestational 
age  compatible  with  extra-uterine  survival. 
Time  constraints  limited  fetal  evaluation  to  a 
search  for  fetal  heart  tones.  While  the  exact 
mechanism  ofinjury  was  unknown,  the  patient 
suffered  massive  head  injury  with  the  potential 
for  other  internal  injuries. 

Both  Neufeld1  and  Strong'  agree  that  given 
a mother  in  extremis  with  a potentially  viable 
but  distressed  fetus,  perimortem  cesarean  sec- 
tion is  indicated.  Following  these  guidelines, 
prompt  delivery  of  a mortally  injured  patient 
produced  a viable  male  infant  who  would  have 
otherwise  died. 
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screening 

at  Brandywine  Imaging  Center,  L. 


New  Bone  Density  Measurement 
Technology  at  Brandywine  Imaging 
Center  helps  provide  early  diagnosis. 

Until  now,  evaluating  bone  density  using  conventional  j 
x-ray  techniques  did  not  reveal  a potential  problem  unt 
a patient  had  lost  25%  to  30%  of  her  bone  mass.  Now,  i 
just  a matter  of  a few  minutes,  our  new,  highly  sensitivt 
densitometer  assists  in  assessing  risk  at  a much  earlier 
stage.  It  can  also  evaluate  response  to  treatment. 

Our  DPX-L  Bone  Densitometer  performs  scans  capable 
of  measuring  the  density  of  the  spine,  the  hip,  and  othe 
bones  which  are  the  most  frequent  fracture  sites. 

For  further  information  or  to  schedule  Osteoporosis 
screening  for  your  patients,  call  (302 ) 654-5300. 


BRANDYWINE 


I M A G I N G 


CENTER,  L.P. 


Brandywine  Imaging  Center 
701  Foulk  Rd.,  Suite  El,  Foulk  Plaza  • Wilmington,  DE  198 
(302)  654-5300 

A Diagnostic  Imaging  Associates,  P.A.  Affiliate 
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PRACTICE  IN  DELAWARE 


Mammography  of  Delaware  Van 
Reaches  Out 


Leo  F.  Sherman,  M.D. 
Edward  R.  Sobel,  D.O. 
Mercedes  J.  Narvaez,  M.D. 


In  response  to  the  disheartening  mortality  sta- 
tistics regarding  breast  cancer  in  Delaware,  the 
Medical  Center  of  Delaware,  together  with  the 
Department  of  Health  and  Human  Services, 
developed  a mobile  facility,  the  Mammography 
of  Delaware  Van.  The  van  travels  statewide  in 
order  to  reach  out  and  make  mammography 
available  to  more  women. 

It  wasourfeelingthatthe  number  of  women 
screened  in  our  family  medicine  group  was 
lower  than  it  should  be.  In  an  attempt  to  im- 
prove our  figures  and  reach  outtoat-risk  women 
who  have  not  availed  themselves  of  breast  can- 
cer screening,  we  joined  forces  with  the  van  in 
order  to  bring  the  technology  to  our  patients. 
We  feel  that  our  joint  venture  with  the  van  has 
been  a success,  and  we  are  sharing  our  experi- 
ences so  other  physicians  may  consider  such  a 
program. 

Our  group  consists  of  six  family  practition- 
ers, all  at  one  location  in  the  city  ofWilmington. 
The  nearest  breast  imaging  facilities  to  our 
offices  are  at  St.  Francis  Hospital,  approxi- 
mately two  miles  away,  and  at  the  Wilmington 
Hospital,  approximately  five  miles  away. 

Our  attempt  was  to  reach  out  to  women 
registered  to  our  practice  who  to  our  knowledge 
were  either  overdue  or  had  not  had  a 
mammogram,  breast  exam  and  pelvic  exam. 
We  of  course  did  not  know  how  many  may  have 
received  these  exams  at  the  gynecologist  or  at  a 
clinic.  Using  our  office  computer,  we  selected  a 


Drs.  Sherman,  Sobel,  and  Narvaez  practice  as  Family 
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group  of  women  whom  we  felt  were  deficient  in 
this  aspect  of  health  maintenance. 

Using  mailing  labels  generated  by  the  com- 
puter, a letter  was  sent  to  each  woman  appris- 
ing her  of  the  importance  of  breast  exams, 
pelvic  exams,  and  mammograms.  The  letter 
included  a date  (or  dates)  when  they  could  come 
to  our  office,  be  examined  and  then  have  a 
screening  mammogram  done,  a sort  of  one-stop 
shopping  for  patient  convenience.  It  was  our 
feeling  that  the  recent  media  emphasis  on  breast 
cancer,  and  especially  on  mammograms,  would 
be  a powerful  draw  and  the  ‘'sell”  was  the 
convenience. 

The  success  of  our  first  attempt  encouraged 
us  to  have  several  more  Mammogram  Days  at 
the  office  with  the  van,  each  time  using  the 
computer  to  target  anothei  specific  group  of 
women.  We  estimate,  since  we  actually  don’t 
know  how  many  of  those  who  received  letters 
had  not  had  the  recommended  studies,  that 
approximately  10  percent  of  the  women  who 
would  need  these  services  responded.  This  re- 
sponse figure  is  considered  good  by  those  in 
direct  mail  services. 

The  important  point  is  that  well  over  200 
women  were  seen  during  the  past  year  in  the 
office  for  this  exam  and  were  brought  “into  the 
loop”  of  having  regular  exams,  and  will  be 
followed  up  by  us  at  appropriate  time  intervals. 

The  benefits  to  this  effort  as  we  see  it  are  as 
follows: 

1.  Women  who  have  not  had  mam- 
mograms at  all  or  who  were  defi- 
cientin  interval  screeninghad  their 
appropriate  studies  done. 
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2.  Women  who  had  not  had  a physi- 
cian breast  exam  or  pelvic  exam 
done  recently  had  those  important 
exams  done. 

3.  Many  women  who  had  breast  and 
pelvic  exams  elsewhere  came  to  get 
the  mammogram  that  their  gyne- 
cologist or  clinic  had  recommended, 
but  that  they  had  neglected  to  have 
done. 

4.  For  our  practice,  it  demonstrates  to 
the  patients,  even  those  who  did  not 
respond,  that  we  are  interested  in 
their  health.  We  have  found  in  other 
campaigns  (flu,  Pneumovax,  HiB 
vaccine)  that  even  if  patients  did 
not  respond  to  us,  often  they  did 
seek  attention  elsewhere  and  were 
grateful  for  the  interest  we  showed, 
building  patient  loyalty. 

5.  For  imaging  centers  that  cry  foul  at 
the  idea  of  the  van,  some  of  these 
women  screened  may  ultimately  get 
their  routine  follow-up  studies  at 
these  centers.  All  follow-up  on  any 
abnormals  we  found  will  be  seen  in 
these  centers,  thus  increasing  their 
volume. 


6.  For  many  women  the  cost  factor  is 
important,  as  many  patients  have 
no  insurance  or  their  insurance  does 
not  cover  mammography.  The  van 
charges  the  lowest  rate  in  the  Dela- 
ware area  and  by  state  subsidy  pro- 
vides mammograms  free  of  charge 
for  those  women  meeting  eligibility 
standards. 

It  is  our  feeling  that  the  success  of  the 
program  in  our  office  well  merited  the  effort 
expended.  From  our  perspective,  the  extra  ef- 
fort consisted  of  thinking  up  and  coordinating 
the  idea,  setting  up  a system  for  making  the 
appointments,  and  having  the  Wilmington  po- 
lice department  provide  no  parking  signs  to  use 
the  day  the  van  was  coming  to  ensure  a parking 
space  in  front  of  the  office  for  the  van.  The 
expense  was  minimal,  consisting  of  printing 
and  mailing  letters,  an  extra  nurse  in  the  office 
because  of  the  inordinate  number  of  pelvics 
requiring  extra  paper  work  and  a female  pres- 
ence with  the  physicians. 

We  would  encourage  other  physicians  to 
consider  a Mammogram  Day.  The  services  pro- 
vided to  your  patients  achieve  the  goals  that 
each  of  us  wish  to  provide  for  the  health  benefit 
of  our  patients. 


r 


Stephen  V.  Rapposelli,  FT,  CSCS,  and  Jennifer  A.  Rapposelli,  PT 


PHYSICAL  THERAPY 


. at  Hockassln 


Specialists  in  Orthopedic  and  Neurologic  Rehabilitation 
720  Yorklyn  Road,  Suite  110,  Hockessin,  DE  19707,  (302)  234-2288 
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DELAWARE  BOARD  OF  MEDICAL 
PRACTICE  REPORT 


E.  Wayne  Martz,  M.D. 
Executive  Director,  DBMP 
Editor,  DMJ 


I hope  this  will  be  the  start  of  a new  monthly 
column  reporting  the  discussions  and/or  ac- 
tions of  the  Delaware  Board  of  Medical  Practice 
(DBMP).  I started  work  for  the  board  August  3, 
1992,  and  am  there  full  time.  Tom  Scott  contin- 
ues as  president  of  the  board. 

The  board  consists  of  18  members,  includ- 
ing me.  Twelve  of  them  are  physicians  and  six 
are  laypersons,  or  looked  at  another  way,  12 
men  and  six  women.  Two  of  the  board  are 
African  Americans.  Two  of  the  physicians  are 
graduates  of  overseas  medical  schools.  There 
are  two  attorneys  — one  assigned  to  the  hoard 
by  the  Attorney  General’s  office  and  the  other 
an  appointed  member  of  the  board.  All  are 
unpaid  volunteers  except  the  man  from  the 
attorney  general’s  office  and  me. 

The  meetings  of  the  DBMP  are  held  the 
first  Tuesday  of  each  month,  year  around.  At 
the  last  meeting,  August  4,  1992,  the  following 
items  were  on  the  agenda: 

1.  A hearing  was  held  for  a doctor 
seeking  reinstatement  of  his  license. 
He  was  approved. 

2.  Fifty-nine  applicationsfor  licensure 
were  considered.  AH  who  had  com- 
pleted the  requisite  two  interviews 
with  board  members  (21)  were  ap- 
proved. The  others  were  deferred. 
(Twenty-seven  had  been  approved 
in  July.) 
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3.  Seven  letters  were  reviewed  (two 
complaints). 

4.  Five  malpractice  awards  greater 
than  $50,000  were  assigned  for  in- 
vestigation. 

5.  CDC  guidelines  relative  to  HIV 
spread  must  be  official  state  policy 
before  October  29. 

6.  The  status  of  the  investigations  of 
29  physicians  was  reviewed,  repre- 
senting a backlog  of  complaints, 
some  of  which  were  filed  as  long  ago 
as  March  1990.  Three  were  dropped. 
One  is  scheduled  for  a hearing. 
There  are  three-person  committees 
investigating  most  of  the  rest.  Since 
these  board  members  are  busy,  prac- 
ticing physicians,  it  is  often  difficult 
to  get  them  together  to  complete 
their  investigations. 

It  might  be  explained  that  complaints  are 
numbered  sequentially  as  received.  The  com- 
plaint received  in  March  1990  was  number  165. 
The  most  recent,  July  1992,  was  number  321. 
Thus  there  have  been  156  received  in  the  in- 
terim, all  but  29  of  which  have  been  resolved 
(127  ).  This  board  really  works;  Tom  Scott  sees 
to  that.  He  runs  a tight,  no-nonsense  meeting  in 
which  everyone  gets  a say,  but  nobody  runs  on 
for  very  long.  It  promises  to  be  an  exciting 
experience,  and  in  future  columns,  I'll  try  to 
convey  some  of  the  excitement  to  the  reader. 
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As  a part  of  the  Delaware  Physicians 
Insurance  Purchasing  Group,  you  can  join 
other  physicians  who  are  associated  solely 
to  better  control  their  malpractice  insurance 
destiny. 

This  group  of  Delaware  physicians  owns 
the  primary  insurer,  sets  rates,  underwrites, 
selects  defense  experts  and  monitors  de- 
fense counsel.  They  work  together  to  make 
liability  insurance  more  manageable 
through  the  use  of  a self-insured  retention 
program. 

This  program  is  a partnership  with  St.  Paul 
Fire  and  Marine  Insurance  Company, 


America's  largest  medical  malpractice 
insurer.  St.  Paul  writes  tire  excess  insurant, 
we  share  the  risk. 

This  results  in  risk  bearing,  risk  sharing  ai  I 
profit  sharing. 

The  Delaware  Physicians  Insurance  Pur- 
chasing Group  provides  coverage  for  em- 
ployees, partnerships  and  corporations  at 
competitive  prices.  Excess  insurance  up  t< 
$10,000,000  is  available.  It  also  features 
coordinated  underwriting  and  claim  man 
agement. 

For  more  information,  call  us  at  (302)  654-63; 


Delaware  Physicians 
Insurance  Purchasing  Group, 


P.O.  Box  26220,  Wilmington,  DE  19899 


DELEGATE’S  REPORT 


1992  Annual  Meeting  of  the 
AMA  House  of  Delegates 


The  Annual  Meeting  of  the  AMA  House  of 
Delegates  was  held  in  Chicago,  Illinois,  from 
June  21  through  June  25,  1992.  The  Medical 
Society  of  Delaware  was  represented  by  Del- 
egates Daniel  Alvarez,  M.D.,  Favel  Chavin, 
M.D.,  and  Robert  Heckman,  M.D.  President 
James  Marvel,  M.D.  and  Executive  Director 
Mark  Meister  also  attended  the  meeting. 

The  1992  Annual  Meeting  of  the  House  of 
Delegates  was  comprised  of  436  seated  del- 
egates, including  one  new  delegate  represent- 
ing the  American  Fertility  Society,  and  the 
return  of  the  delegate  representing  the  Ameri- 
can College  of  Surgeons.  In  addition  to  the 
delegates  representing  state  and  specialty 
societies,  delegates  were  present  representing 
medical  students,  medical  schools,  residents, 
military  physicians,  the  USPHS,  and  the  VA. 

The  House  considered  104  reports  and  311 
resolutions  dealing  with  various  issues  of  pub- 
lic health,  science,  and  socioeconomics.  There 
were  no  resolutions  submitted  by  the  Medical 
Society  of  Delaware  at  this  meeting. 

After  nearly  six  months’  experience  with 
RBRVS,  the  new  payment  method  was  an  im- 
portant topic  among  the  delegates,  both  offi- 
cially and  in  informal  corridor  conversation.  It 
is  apparent  that  many  physicians  have  com- 
plaints with  the  new  system,  complaints  that 
are  not  going  unnoticed  by  the  AMA.  There  is 
every  effort  to  address  the  problems  of  RBRVS, 
but,  at  the  same  time,  it  is  generally  felt  that  it 
is  extremely  important  for  medicine  to  continue 
to  speak  with  a strong  unified  voice.  Ironing  out 
problems  will  not  be  accomplished  overnight 
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Daniel  A.  Alvarez,  M.D. 

Chairman,  AMA  Delegation 

Medical  Society  of  Delaware 

and  some  physicians  will  face  cuts  in  reim- 
bursement; however,  through  cooperative  ef- 
forts of  all  segments  of  medicine,  a satisfactory 
result  can  be  accomplished. 

The  House  studied  an  informational  report 
regarding  RBRVS  presented  by  the  Board  of 
Trustees  and  considered  10  resolutions  regard- 
ing RBRVS.  As  a result,  to  guide  future  AMA 
action,  a policy  statement  was  adopted  which 
advises  the  AMA  to  take  all  necessary  legisla- 
tive and  legal  action  to  address  inequities  in  the 
system.  Top  priority  was  given  to  the  reduction 
of  payments  for  new  physicians  and  nonpay- 
ment of  EKG  interpretations,  but  also  included 
such  issues  as  inappropriate  resource-based 
relative  value  units,  inadequacy  of  payments 
for  services  of  assistant  surgeons,  and  loss  of 
surgical  tray  allowances  for  many  outpatient 
procedures.  Resolutions  regarding  a multitude 
of  factors  that  should  be  considered  when  refin- 
ing relative  values  were  adopted.  These  factors 
include  stress,  geographical  practice  cost  indi- 
ces, changes  in  physician  costs,  and  the  need  to 
comply  with  ever-increasing  state  and  federal 
regulatory  requirements. 

Delegates  also  considered  a report  from  the 
Council  on  Ethical  and  Judicial  Affairs  which 
addressed  the  issue  of  confidential  care  for 
minors.  The  policy  adopted  says  that  it  is  ac- 
ceptable for  physicians  to  treat  competent  mi- 
nors, including  care  for  drug  abuse,  contracep- 
tion, and  abortion,  without  parental  involve- 
ment unless  the  physician  feels  that  the  minor 
will  face  a serious  health  threat  if  the  parents 
are  not  involved.  Physicians  are  advised  that 
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parental  involvement  should  be  encouraged 
and  minors’  reasons  for  not  notifying  parents 
should  be  discussed.  If  the  minor  is  mature 
enough  to  be  unaccompanied  by  parents  for 
examination  and  treatment,  the  minor's  wishes 
for  confidentiality  should  be  respected.  If  the 
physician  feels  that  the  parents  must  be  noti- 
fied, he  or  she  should  inform  the  minor  prior  to 
notifying  the  parents.  The  physician  may  also 
refer  the  minor  elsewhere  for  treatment  if  he  or 
she  feels  uncomfortable  without  parental  in- 
volvement. Of  course,  this  policy  can  only  apply 
where  local  law  does  not  require  otherwise.  The 
policy  does  go  so  far  as  to  encourage  physicians 
to  play  an  active  role  in  changing  laws  which 
prohibit  confidentiality  for  minors. 

Several  resolutions  were  introduced  regard- 
ing HIV  infection.  The  AMA  reaffirmed  its 
policy  that  explicit  consent  for  HIV  testing 
should  not  be  necessary.  It  also  reaffirmed  its 
position  that  HIV-infected  physicians  should 
be  reported  to  and  monitored  by  a local  review 
committee  formed  expressly  for  this  purpose. 
Thi  s committee  should  be  empowered  to  recom- 
mend restrictions  on  the  physician’s  practice  to 
the  appropriate  authorities  if  it  is  felt  that  the 
physician’s  practice  poses  significant  risk  to 
patients.  In  addition,  physicians  who  perform 
procedures  that  pose  significant  risk  for  trans- 
mission of  HIV  should  voluntarily  submit  to 
HIV  testing  at  appropriate  intervals.  The  AMA 
remains  firmly  opposed  to  mandatory  HIV  test- 
ing for  physicians  and  HIV  testing  as  a condi- 
tion of  medical  staff  privileges. 

In  addition,  the  AMA  reaffirmed  its  policy 
regarding  the  education  and  protection  of  all 
health  care  workers  about  tbe  transmission  of 
the  AIDS  virus  and  the  education  of  the  public, 
as  well  as  the  continuing  cooperation  with  the 
CDC  in  an  effort  to  manage  the  AIDS  epidemic. 

Medicare  peer  review  was  another  topic  of 
controversy  at  this  meeting  of  the  House  of 
Delegates.  The  AMA  Council  on  Medical  Ser- 
vice has  been  working  with  IICFA  for  some 
time  to  try  to  shape  a new  direction  for  medical 
review  which  would  rely  on  feedback  to  physi- 
cians for  educational  and  quality  improvement 
purposes  rather  than  those  currently  linked  to 
financial  penalties.  IICFA  wants  to  use  re- 
gional centers  as  PROs,  an  idea  that  has  great 
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opposition  among  some  states.  After  much  de- 
bate, the  House  moved  to  allow  the  AMA  to 
continue  working  closely  with  HCFA  on  a pilot 
cardiovascular  review  project  but  urged  HCFA 
to  keep  the  door  open  to  local  data  rather  than 
relying  on  regionalized  abstraction  simply  be- 
cause it  is  more  cost  effective.  The  AMA  is  also 
to  urge  HCFA  to  continue  to  develop  a review 
process  that  protects  the  special  doctor/patient 
relationship  and  to  withdraw  support  if  these 
conditions  are  not  being  met.  The  House  also 
supported  development  of  local  medical  society 
PRO  oversight  committees. 

I n attempts  to  refine  Health  Access  America,  ! 
the  House  adopted  policy  that  would  require 
employers  to  pay  for  basic  health  coverage  for 
employees  or  to  pay  actual  health  care  costs  of 
employees.  It  also  supported  the  concept  of  tax 
credits  for  small  employers  spending  more  than 
a set  percentage  of  wages  on  health  benefits 
and  extension  of  health  benefits  for  part-time 
workers  using  vouchers  equal  to  a set  percent- 
age of  pay.  The  House  also  recommended  that 
organized  medicine  investigate  cost-effective  I 
group  coverage  plans  that  could  be  offered  to 
physician  employers  who  are  mostly  small  busi- 
ness  employers. 

A large  number  of  delegates  were  very  i 
angry  about  the  operation  of  the  National  Prac-  it 
titioner  Data  Bank  and  tried  to  get  the  AMA  to 
withdraw  support.  After  lengthy  debate,  the  i 
House  decided  that  the  money  and  time  that 
would  need  to  be  invested  and  the  bad  press 
that  would  result  if  the  AMA  tried  to  change  the  I 
law  mandating  the  bank  was  not  worth  the  ! 
effort.  Instead,  a plan  to  push  for  numerous 
reforms  was  adopted.  Included  in  these  reforms  ! 
were  proposals  to  increase  confidentiality  pro-  j 
tections  and  to  exempt  the  reporting  of  liability 
judgements  under  $30,000. 

As  a result  of  resolutions  regarding  the  i 
Cli  nical  Laboratory  Improvement  Act,  tbe  AMA 
was  instructed  to  continue  to  pursue  remedial 
action  that  would  appropriately  place  more  : 
simple  tests  in  the  waived  category  and  would 
eliminate  unannounced  inspections,  among  i 
other  things. 

New  Jersey  introduced  a resolution  that 
was  adopted  which  softens  the  AMA  stand  on 
self- referral.  The  policy  was  modified  to  allow 
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physicians  to  refer  to  an  off-site  facility  in 
which  he  or  she  has  a financial  interest  as  long 
as  this  interest  is  made  known  to  the  patient 
and  the  patient  is  offered  the  option  of  available 
alternate  facilities. 

Highlighted  by  a parade  down  Michigan 
Avenue  on  the  day  of  the  opening  of  the  House, 
the  delegates  voted  to  have  the  AMA  do  every- 
thing possible  to  urge  the  tobacco  industry  to 
eliminate  all  advertising  that  might  target  chil- 
dren. The  House  also  instructed  the  AMA  to 
work  toward  legislation  that  would  ban  smok- 
ing on  international  flights  that  begin  or  end  in 
the  United  States,  and  to  ban  smoking  in  the 
workplace. 

The  inauguration  of  John  L.  Clowe,  M.D.,  a 
family  practitioner  from  New  York,  took  place 
on  June  24,  1992.  Seated  on  the  stage  with 
other  state  presidents  was  Dr.  James  Marvel, 
president  of  the  Medical  Society  of  Delaware. 
Delaware  was  fortunate  to  have  Dr.  Clowe 
present  at  its  Annual  Meeting  in  November 
1991.  Dr.  Clowe  used  his  own  experience  to 
illustrate  how  important  it  is  for  all  physicians 
to  become  involved  in  community  action  as  well 
as  health  care  policy  making.  He  encouraged 
organized  medicine  leaders  to  do  all  that  is 
possible  to  involve  their  colleagues,  particu- 
larly young  physicians. 

Joseph  T.  Painter,  a cardiologist  from  Hous- 
ton, Texas,  was  chosen  as  President-Elect  of  the 
AMA.  Also  elected  were  Daniel  H.  Johnson,  a 
Louisiana  radiologist  (and  a previous  guest  of 
the  Medical  Society  of  Delaware)  as  Speaker  of 
the  House,  and  Richard  Corlin,  a California 
gastroenterologist,  as  Vice-Speaker.  Five  regu- 
lar and  one  non-voting  medical  student  posi- 
tions on  the  Board  of  Trustees  were  filled. 
Those  elected  were  Nancy  Dickey,  a family 
physician  from  Texas;  William  Jacott,  a family 
physician  from  Minnesota;  Thomas  Reardon,  a 
general  practice  physician  from  Oregon;  Frank 
Walker,  apathologistfrom  Michigan;  Randolph 
Smoak,  a surgeon  from  South  Carolina;  and 
Melissa  Garretson,  a medical  student  from  Min- 
nesota. 

The  delegates  were  proud  to  represent  the 
Medical  Society  of  Delaware  at  the  1992  An- 
nual Meeting  of  the  AMA  House  of  Delegates. 
The  business  conducted  at  the  meeting  was 
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lengthy  and  complex.  This  report  is  only  a 
summary  of  the  more  important  business  as 
well  as  that  believed  to  be  of  special  interest  to 
members  of  the  Medical  Society  of  Delaware. 
More  detailed  reports  may  be  read  in  the  AMA 
NEWS,  especially  the  July  6/13  edition.  The 
delegates  are  always  available  for  questions  as 
well  as  suggestions.  Members  of  tbe  Medical 
Society  of  Delaware  are  encouraged  to  become 
involved  by  submitting  resolutions  that  may  be 
carried  to  the  next  AMA  meeting.  In  addition, 
all  members  of  the  AMA  are  invited  to  attend 
the  1992  Interim  Meeting  of  the  AMA  to  be  held 
in  December  in  Nashville,  Tennessee. 


finding  a reliable  medical  equipment 
company.  But  CONFIDENCE  and  TRUST  are 
the  magic'  words  of  MASTER  CARE'S  service. 
Because  your  patients  are  our  first  concern , 
we  find  products  for  the  patient  . . . not 
patients  for  the  product. 


Showroom:  Old  Baltimore  Pike  Ind.  Pk. 
83  Aibe  Dr.  Newark,  DE 
Call  the  CARELINE  (302)  368*5300 
NJ (609)  299*3224 
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OSTEOPOROSI 


R.  Meckelnburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 

The  Hospital  Medical  Staff  Section 
Twentieth  Assembly  Meeting 
December  3 - 7, 1992 
Opryland  Hotel 
Nashville,  Tennessee 

Medical  Staffs  from  the  country  are  encouraged  to  elect  a medical  staff 
representative  to  participate  in  the  AMA-HMSS  Assembly  Meeting 
December  3 - 7, 1992,  Opryland  Hotel,  Nashville,  Tennessee. 

The  HMSS  Assembly  provides  medical  staffs  with  a unique  opportunity  to 
discuss  and  participate  in  the  policymaking  process  of  the  AMA. 

In  addit  ion  to  the  Assembly  Meet  ing,  an  educational  program  on: 

Part  1:  A Futurist’s  Picture  of  Health  Care  2000 

Part  2:  Physician/Hospital  Organizational  Models  for  the  future 

If  you  are  unable  to  participate  in  the  Nashville  Meeting, 
we  encourage  you  to  call  us  with  the  name  of  your  HMSS  Representative. 

For  future  information  about  t he  AMA-HMSS, 
please  call  312  464-4754  or  4644761. 


Hospital 

Medical 

Staff 

Section 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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HIV  in  Women  in  Delaware 


Recent  surveys  among  various  subpopulations  of 
Delaware  residents  show  that  HIV  is  well  estab- 
lished in  women.  Surveys  of  New  Castle  County 
residents  reveal  that  the  rates  in  women  are  compa- 
rable to  the  rates  in  men.  (Rates  for  Kent  and 
Sussex  Counties  were  not  available  at  press  time.) 
This  points  to  a 
change  in  the  epi- 
demic from  a decade 
ago:  current  AIDS 
statistics  show  a ratio 
of  six  to  seven  cases 
in  males  for  every 
one  case  in  a female; 
however,  HIV  sero- 
prevalence  in  most 
surveys  shows  a one- 
to-one  ratio  of  infec- 
tion in  men  and 
women. 

There  are  five 
surveys  occurring  in 
Delaware  that 
sampled  large  num- 
bers of  women  (see 
Figure  1,  right,  and 
Figure  2,  Page  2.) 

The  Women’s  Health  Clinic  survey  found  that  teen- 
age women  had  acquired  HIV.  The  Childbearing 
Women’s  survey  found  HIV  to  be  as  prevalent 
among  those  women  as  it  is  in  childbearing  women 
in  Philadelphia.  Women  admitted  to  Delaware 
State  Hospital  had  HIV  rates  comparable  to  those 
of  men  admitted  to  the  same  institution.  One  in 
twenty-five  females  surveyed  in  the  last  reported 
STD  survey  (8/90-1/91)  had  HIV.  In  the  most 


recently  published  survey  among  women  entering  a 
drug  treatment  facility  in  Delaware  (10/89-9/90), 
one  in  seven  women  was  HIV-infected. 

The  HIV  epidemic  is  relatively  advanced  among 
women  in  Delaware.  Part  of  this  may  be  attributed 
to  Delaware’s  geographic  location:  Delaware’s  rates 

among  women  fall 
within  the  rates  of 
states  in  the  North- 
east Corridor,  which 
is  the  area  of  highest 
prevalence  in  the 
United  States.  HIV 
is  found  in  women 
from  all  three  coun- 
ties in  Delaware. 

The  HIV  rate 
among  women  at- 
tending an  urban 
STD  clinic  was  ten 
times  that  of  women 
giving  birth  in  Dela- 
ware. Data  from  the 
STD  clinic  survey 
implied  that  the 
women  were  acquir- 
ing HIV  primarily 
through  heterosexual  contact.  It  also  showed  that 
these  women  are  unaware,  as  may  be  their  partners, 
that  their  partners  have  HIV.  The  STD  data  shows 
that  HIV  was  more  common  than  syphilis  among 
the  women  surveyed. 

All  survey  data  support  the  thesis  that  minority 
women  are  at  greater  risk  than  their  white  counter- 
parts. Current  data  suggests  that  the  rates  among 
women  who  engage  in  risk  behaviors  vary  by  county 


Percent  of  Women  with  HIV 
by  Survey  in  Delaware  1989-1991 

Patient  Group 

% 

n/N 

95%  Confidence  Ranee 

Women’s  Health 
Clinic  3191-10191 

0.26 

5/1,900 

(0.05-0.53) 

Childbearing 
Women  7190-6191 

0.40 

38/9,399 

(0.28-0.54) 

Entering  DE 
State  Hospital 
3/90-10/90 

2.2 

7/316 

(0.63-4.11) 

Urban  STD 
Clinic  8/90-1/91 

4.1 

20/491 

(2.44-5.91) 

Entering  Drug 
Treatment  Center 
10/89-9/90 

6.8 

4/59 

(1.69-13.56) 

Figure  1 


Reprinted  with  permission  from  the  Delaware  AIDS  Pro- 
gram Office,  Division  of  Public  Health,  Delaware  Health 
and  Social  Services. 
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Selected  Survey  Results 


Type  of  Survey 

Ratio  of  Number  Positive 
Women  to  Total  Women 

Percentages  and 

Totals 

Survey  Among  Childbearing 

All 

1:247 

All 

0.40% 

38/9399 

Women  in  Delaware 

Blacks 

1:76 

Blacks 

1.33% 

23/1734 

7/90-6/91 

Latinas 

1:121 

Latinas 

0.83% 

1/121 

Whites 

1:803 

Whites 

0.12% 

7/5621 

Survey  Among  Women 

All 

1:25 

All 

4.1% 

20/491 

Attending  an  STD  Clinic 

Blacks 

1:23 

Blacks 

4 . 5% 

19/419 

8/90-1/91 

Latinas 

— 

Latinas 

0.0% 

0/8 

Whites 

1:60 

Whites 

1.7% 

1/60 

Survey  Among  Women 

All 

1:15 

All 

6.8% 

4/59 

Entering  a Drug  Treatment 

Blacks 

1:9 

Blacks 

12 . 0% 

3/25 

Program  10/89-9/90 

Latinas 

— 

Latinas 

0.0% 

0/1 

Whites 

1:31 

Whites 

3.2% 

1/31 

Numbers  may  not  add  up  due  to  other  racial  categories  or  incomplete  data. 


Figure  2 


of  residence.  The  data  also  show  that  women  of  all 
races  who  are  acquiring  HIV  are  predominately 
from  urban  areas,  where  poverty  rates  are  above  the 
state  average. 

Delaware  women  being  counseled  and  tested  for 
HIV  have  lower  rates  of  HIV  infection  than  do  men. 
It  appears  that,  unlike  men,  Delaware  women  at 
greatest  risk  for  acquiring  HIV  are  not  making  use  of 
Delaware’s  HIV  counseling  and  testing  services. 

This  may  happen  for  one  of  two  reasons:  First, 
women  who  are  at  greatest  risk  may  be  unaware  of 
their  risk.  The  data  from  the  STD  survey  substanti- 
ate this,  as  most  of  the  women  with  HIV  did  not 
know  their  partners  had  HIV.  Secondly,  at-risk 
women  may  actively  defer  HIV  counseling  and  test- 
ing. Self-deferral  by  high-risk  individuals  has  been 
shown  to  occur  in  other  states. 

Despite  the  demographic  picture  of  the  people 
currently  being  infected,  all  people  engaging  in 
unsafe  activities  (unprotected  sexual  contact,  sharing 
needles)  are  at  risk  for  acquiring  HIV;  however, 
women  are  more  likely  than  men  to  acquire  HIV 
sexually  because  of  their  anatomical  differences. 

This  increased  susceptibility  implies  that  the  epi- 


demic will  impact  more  directly  on  the  lives  of 
women  than  men  in  the  future. 

Responding  to  the  epidemic  in  women,  Delawa 
Health  and  Social  Services,  Division  of  Public  Heal 
recently  conducted  a series  of  roundtable  discussioi 
focusing  on  ways  to  target  information  more  effec- 
tively to  women  at  high  risk.  The  di^ussions  in- 
volved public  and  private  sector  employees  who 
work  with  women  at  risk.  Suggestions  are  cur- 
rently being  evaluated  and  some  are  already  being 
implemented. 

To  slow  the  epidemic  before  it  reaches  large 
numbers  of  women,  there  must  be  an  increase  in 
public  knowledge  and  a change  in  current  attitudes 
and  behaviors.  Since  the  beginning  of  the  epi- 
demic public  knowledge  about  HIV/AIDS  has 
increased;  however,  attempts  to  change  behavior 
have  met  with  mixed  success. 


This  is  the  second  of  two  Monitor  articles  on  HIV  in  women  in 
Delaware.  Both  articles  are  based  on  HIV Seroprevalence 
Studies  conducted  1989-91  in  Delaware  by  Barbara  Ward  and 
Frank  Myers.  The  first  article  apperared  in  the  June -July,  1992 
issue  of  the  Monitor. 
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Demographics  of  AIDS  Cases  Reported  in  Delaware 

through  July  31,  1992 

Cases  reported  daring  the  current  year  are  shown  in  parentheses  in  the  tables 
showing  Delaware  AIDS  cases  by  Exposure  Category , by  Age , and  by  Race /Ethnicity . 
The  1992  cases  are  included  in  the  cumulative  Totals  column  in  each  instance . 


Exposure  category 

Males 

Females 

Totals 

All 

1992 

All 

1992 

All  1992 

cases 

cases 

cases 

cases 

cases  cases 

Homosexual  or  Bisexual 

Man 

251 

(39) 

0 

(0) 

251  (39) 

Intravenous  (IV)  Drug  User 

97 

(16) 

35 

(6) 

132  (22) 

Homo/Bi  IV  Drug  User 

37 

(12) 

0 

(0) 

37  (12) 

i Hemophiliac 

2 

(0) 

0 

(0) 

2 (0) 

Heterosexual  Contact 

15 

(2) 

19 

(1) 

34  (3) 

Transfusion-related 

4 

(2) 

8 

(1) 

12  (3) 

Parent  HIV-infected 

3 

(1) 

3 

(1) 

6 (2) 

j None  of  the  above/Other 

17 

(6) 

2 

(1) 

19  (7) 

Totals 

426 

(78) 

67 

(10) 

493(88) 

Age  aii  1992 

Race /Ethnicity 

cases  cases 

All  1992 

Under  5 5(2) 

cases  cases 

5-12  1 ( 0) 

13-19  1 ( 0) 

20-29  104  (12) 

White,  not 

Hispanic 

220 

(35) 

30-39  218  (44) 

Black,  not 

Hispanic 

242 

(47) 

40-49  101  (22) 

Hispanic 

29 

(6) 

Over  49  63  ( 8) 

All  Others 

2 

(0) 

Totals  493  (88 ) 

Totals 

493  (88) 

Year 

of 

Diagnosis 

County  of  Residence 

Cases  Deceased 

1981 

1 

1 

Alive 

Dead 

Total 

1983 

3 

3 

1984 

5 

5 

Kent  County  23 

41 

64 

1985 

17 

15 

1986 

36 

35 

New  Castle  County  132 

219 

351 

1987 

36 

34 

1988 

72 

61 

Sussex  County  30 

48 

78 

1989 

74 

52 

1990 

92 

50 

1991 

85 

34 

Totals  185 

308 

493 

1992 

72 

18 

Totals 

493 

308 

June  30, 1992  AIDS  statistics  from  the  Centers  for  Disease  Control  show  a cumulative  total  of  230,179  cases  nationally. 


Adult/adolescent  cases  reported  July  1990  through  June  1991 

Adult/adolescent  cases  reported  July  1911  through  June  1992 

Pediatric  cases  reported  July  1990  through  June  1991 

Pediatric  cases  reported  July  1991  through  June  1992 

Total  deaths  reported:  Adult/adolescent 150,114  and  Children 2,039;  Total- 


-42,289 

-46,708 

770 

749 

152,153 
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DIAGNOSTIC  IMAGING  ASSOCIATES 

Unparalleled  service 

accuracy 

= convenience 

We  offer  state-of-the-art  body  imaging  at  ten  convenient  locations  with  a complete  range  of 
diagnostic  imaging,  including: 

High-field  MRI 

MR  Angiography  (Superior  1.5  Tesla  image  quality) 
Nuclear  diagnostic  studies  and  SPECT  imaging 
CT  Scan 

Low-dose  mammography 
OB  and  general  ultrasound 
Fluoroscopy 
General  radiology 

Diagnostic  Imaging  Associates'  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  acquired  special  Phased  Array  Coils  which  enable 
higher  resolution  imaging  of  any  body  part. 

Our  ten  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are  sched- 
uled promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 


Diagnostic  Imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  K- 15  Omega  Professional  Center  • Newark  • 368-8150 

Omega  Medical  Center  K- 15  Omega  Professional  Center  • Newark  • 368-5100 

Lindell  Radiology  Suite  11-1601  Milltown  Road  • Wilmington  • 995-2037 

Lindell  CT  Imaging  Suite  13-1601  Milltown  Road  • Wilmington  • 995-2037 

Brandywine  Imaging  Center  Suite  E-l  - Foulk  Road  • Wilmington  • 654-5300 

Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


SPECIAL  ARTICLE 


Summary  of  Health-Related  Legislation 
136th  General  Assembly 


Delaware’s  136th  General  Assembly  has  now 
adjourned  after  a two-year  legislative  term  that 
saw  the  introduction  of  1,598  bills  and  resolu- 
:ions.  Nearly  10  percent  of  the  legislation  intro- 
duced related  to  medical  issues,  and  159  bills 
vvere  reviewed  and  monitored  by  the  Medical 
Society  of  Delaware. 

Bills  that  were  not  passed  will  not  be  car- 
ried over  when  the  House  and  Senate  convene 
n January  1993  for  the  first  session  of  the 
137th  General  Assembly.  Because  of  reappor- 
oionment,  all  62  House  and  Senate  seats  will  be 
ran  the  November  3rd  election  ballot,  and  the 
next  General  Assembly  will  include  new  names 
and  faces.  Legislators  who  are  not  running  for 
selection  are:  Senator  Ruth  Ann  Minner,  a 
:andidate  for  Lieutenant  Governor,  and  Repre- 
sentatives John  A.  Campanelli,  Phillip  J. 
porrozi,  Charles  L.  Hebner,  E.  Stuart  Outten, 
Via  Leigh  Soles,  and  James  H.  Sills,  Jr.,  a 
Wilmington  mayoral  candidate. 

Overall,  the  Society's  legislative  program 
had  good  results  during  the  136th  General 
Assembly.  The  Society  supported  the  following 
egislation,  which  has  passed  both  houses  of  the 
legislature  and  been  signed  into  law: 

Physician's  Assistants  - Senate  Bill 
162  (Holloway)  provides  for  licensure 
and  regulation  of  physician’s  assistants 
by  the  Board  of  Medical  Practice. 

Nurse  Pronouncement  - Senate  Bill 
125  (McBride)  permits  nurses  to  make 
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pronouncements  of  death  for  terminally 
ill  patients  when  attending  physician 
has  approved  in  advance. 

Highway  Safety  - House  Bill  80 
(Petrilli),  the  Seat  Belt  Safety  Act,  fi- 
nally passed  the  Legislature  after  sev- 
eral earlier  attempts.  However,  legisla- 
tion to  require  motorcyclists  to  wear 
helmets  and  eye  protection  and  to  lower 
the  blood  alcohol  content  from  .10  to  .08 
was  not  approved  by  the  General  As- 
sembly. 

Revision  of  Mental  Health  Code  - 

Senate  Bills  341,  342,  and  343  (Holl- 
oway) updated  the  commitment  laws  as 
recommended  by  the  Governor’s  Men- 
tal Health  Code  Revision  Committee, 
which  included  members  of  the  Medical 
Society  of  Delaware. 

Duty  to  Warn  - House  Bill  394  (Amiek) 
defines  the  duty  owed  by  psychiatrists 
and  other  psychotherapists  to  take  rea- 
sonable precautions  to  prevent  patients’ 
threatened  violence  against  persons  or 
property  and  provides  immunity  when 
those  precautions  are  followed. 

The  following  bills,  which  the  Society 
strongly  opposed,  did  not  pass  this  General 
Assembly,  but  similar  legislation  can  be  ex- 
pected in  the  next  session: 
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Physical  Therapy  - House  Bill  93 
(Amick)  allowed  physical  therapists  to 
treat  without  physician  referral.  HB  93 
passed  the  House,  but  did  not  come  to  a 
vote  in  the  Senate. 

Nurse  Practitioners  - Senate  Bill  205 
(Venables)  - permitted  an  Advanced 
Registered  Nurse  Practitioner  ( ARNP), 
to  work  independently  of  the  direct  su- 
pervision of  a physician,  dentist,  or 
podiatrist.  The  Society  supported  a sub- 
stitute, Senate  Bill  390,  which  clarified 
the  role  of  ARNPs  and  provided  for 
appropriate  supervision,  but  the  bill 
did  not  come  up  for  a vote. 

Optometric  - Senate  Bill  108  (Hollo- 
way) allowed  optometrists  to  perscribe 
certain  medications.  SB  108  passed  the 
Senate,  but  did  not  come  up  for  a vote  in 
the  House. 

Other  health-related  bills  that  were  not 
enacted  include: 

Physician  Immunity  - House  Bill  632 
(Maroney)  - granted  immunity  to  phy- 
sicians who  render  treatment  to 
uninsured,  indigent  patients  through 
the  Medical  Society  of  Delaware’s  Vol- 
untary Initiative  Program.  Not  surpris- 
ingly, there  was  opposition  from  the 
trial  lawyers  to  this  legislation,  which 
was  a part  of  the  agreement  reached 
with  the  governor  when  physicians  were 
exempted  from  his  provider  tax  pro- 
posal. The  proposed  tax  on  hospitals 
was  later  withdrawn  following  the  dis- 
covery that  state  revenues  would  be 
higher  than  expected. 

HIV/Health  Care  Workers  - Senate 
Bill  275  (Holloway)  - called  upon  the 
Division  ofPublic  Health  to  adopt  guide- 
lines for  preventing  transmission  of  HIV 
and  HBV  from  health  care  providers  to 
patients  and  required  treating  physi- 
cians to  report  to  the  State  Board  of 
Health  any  HIV-  or  HBV-infected  health 
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care  provider  if  patients  are  at  risk 
The  Society  supported  Senate  Bill  27E 
as  originally  introduced  but  strongly 
opposed  the  amended  version  passed  b> 
the  Senate.  Senate  Amendment  4 re- 
quired all  HIV-  or  HBV-infected  health 
care  providers  and  all  physicians  treat- 
ing HIV-  or  HBV-infected  health  care 
providers  to  notify  the  State  Board  oi 
Health.  Senate  Bill  275  did  not  come  up 
for  a vote  in  the  House. 

Utilization  Review  - House  Bill  387 
(D.  Ennis)  - provided  for  patient  protec- 
tion in  utilization  review  and  managed 
care  by  requiringcertification  and  regu- 
lation of  private  review  agents  by  tbe 
Delaware  Department  of  Insurance.  1 
The  Society  supported  this  legislation. 

Death  with  Dignity  - Senate  Bill  207  ! 

(McBride)  - updated  Delaware’s  Living 
Will  statute.  The  Society  supported 
this  legislation,  which  provided  a defi- 
nition for  persistent  vegetative  state 
and  permitted  competent  individuals  : 
to  forego  maintenance  medical  treat- 
ment if  they  were  terminally  ill  or  in  a 
persistent  vegetative  state,  but  the  bill 
was  tabled  because  of  controversy  dur- 
ing the  special  legislative  session  in 
July. 

Clean  Indoor  Act  - House  Bill  470 
(Roy  ) prohibited  or  restricted  smoking 
in  public  places,  also  supported  by  the  j 
Medical  Society.  Strong  lobbying  by  the 
tobacco  industry  resulted  in  passage  of 
House  Bill  248,  the  so-called  “smoker’s  i 
rights  bill,”  but  the  bill  was  vetoed  by 
the  governor. 

The  Medical  Society  of  Delaware’s  legisla- 
tive successes  can  be  attributed  to  a compre-  , 
hensive  legislative  program  that  includes: 

• Review  ofhealth-related  legislation 
by  the  Medical  Society’s  Public  Laws  | 
Committee,  chaired  this  past  year  j 
by  Jorge  A.  Pereira-Ogan,  M.D. 
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• Attendance  at  all  regular  and  spe- 
cial sessions  of  the  General  Assem- 
bly by  a member  of  the  Society’s 
Legislative  Action  Committee,  also 
chaired  by  Dr.  Pereira-Ogan,  to 
ensure  that  legislators  are  informed 
on  health-related  proposals. 

• Correspondence  with  legislators  on 
specific  legislation. 

• Provision  of  medical  testimony 
when  requested. 

• Distribution  of  Legislative  Alerts 
asking  physicians  to  contact  their 
legislators  on  key  legislation. 

• Assistance  of  the  Society’s  legal 
counsel,  Victor  F.  Battaglia,  Esq., 
and  the  Society’s  legislative*  spe- 
cialist, Ned  Davis. 

• Candidate  support  through  DEL- 
PAC,  the  Medical  Society  of  Del- 
aware’s political  action  committee. 

• Sponsorship,  in  cooperation  with 
the  Medical  Society  of  Delaware 
Auxiliary,  of  a Mini -Internship  Pro- 
gram to  acquaint  legislators  with 
the  medical  profession.  A pilot  pro- 
gram was  conducted  in  the  spring 
of  1992,  with  plans  for  an  expanded 
program  in  the  near  future. 

For  further  information  or  copies  of  any  of 
the  bills,  please  contact  the  Medical  Society  of 
Delaware  office. 


BRANDYWINE  IMAGING  CENTER,  L.P. 

A Diagnostic  Imaging 
Center  for  Women 

A women's  diagnostic  imaging  center, 
combining  state-of-the-art  technology  with 
personalized  attention  and  instruction. 

Our  professional  staff  includes  a specialist  in 
diagnostic  services  for  high  risk  obstetrical  < 
management  patients. 

Low-dose  state-of-the-art  film  screen  Mammography 
OB/gyn  Ultrasound 
Os teoporosis  screening 

Breast  aspiration  of  solid  and  cystic  masses  under 
ultrasonic  guidance 

Educatioru.il  videotapes  and  models 

Instruction  in  breast  self-examination 

Separate  and  private  suites  for  testing 

Brandywine  Imaging  Center  also  provides  General  Radiology 
and  Ultrasound  services  in  an  adjacent  suite. 

RADIOLOGY  CONSULTANTS: 

Rita  Gottesman,  M.D.  - Medical  Director 
Christine  Dietrich,  M.D. 


BRANDYWINE 


IMAGING 


CENTER,  L.P 


HOURS: 

Mon.  to  Thurs.  - 8am  - 6pm 
Friday  - 8am  - 5pm 
Saturday  - By  appointment 

701  Foulk  Road,  Suite  El 
Foulk  Plaza 

Wilmington,  DE  19805 
( 302) 654-5300 


Accredited  by  the  American  C ollc^e 
of  Radiology 
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I wish  mine  did. 
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I feel  better  already. 

My  doctor  took  the  time  to 
really  explain  my  medicines 


.'.■*>  ■»! 


atient  surveys  make  it  clear.  Your  patients  want  to  know  more  aboi  th 
medicines,  e.g.,  how  and  when  to  take  them,  for  how  long,  precaution 
side  effects.  Don't  disappoint  them. 


The  National  Council  on  Patient  Information  and  Education  (NCPIE)  has  fre 
materials  to  help  you  “ Communicate  Before  You  Medicate 


Write  to:  NCPIE 

666  Eleventh  Street.  NW 
Suite  810  D 

Washington,  DC  20001 
To  fax  your  request  — (202)  638-0773 


Name 


Organization 


Address 


City 


State  Zip 
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Medical  Society  of  Delaware 
Mini-Internship  Program 


Tiis  spring,  three  local  legislators  found  out 
yhat  made  up  a “normal”  day  for  a doctor, 
lenators  Ruth  Ann  Minner  and  David  B. 
vfcBride,  along  with  Representative  Benjamin 
Swing  participated  in  a Legislative  Mini-In- 
ernship  Program  sponsored  by  the  Medical 
Society  of  Delaware  and  the  Medical  Society  of 
)elaware  Auxiliary. 

Representative  Ewing  accompanied  Dr. 
urk  Beebe,  a family  practitioner  in  Lewes, 
ihroughout  his  day.  Senator  Minner  spent  the 
ay  with  Dr.  Jeffrey  L.  Chait,  an  obstetrician- 
ynecologist  in  Dover  and  Senator  McBride 
ind  Dr.  Edward  R.  Sobel,  a family  practitioner 
ri  Wilmington,  spent  the  day  together. 

To  get  the  behind-the-scenes  look  at  medi- 
al practice,  the  legislators  made  hospital 
ounds,  met  their  respective  physician’s  staff 
nd  hospital  staff,  toured  offices  and  saw  office 
atients. 

Representative  Ewing  arrived  for  his  day  at 
ibout  8:15  in  the  morning  and  stayed  with  Dr. 
leebe  until  4:45  in  the  evening. 

"We  made  rounds  at  the  hospital.  There 
Vas  one  emergency  with  a little  boy  with  a 
rroken  arm.  We  visited  other  medical  patients 
n rounds  at  the  hospital.  We  came  back  and 
let  about  30  patients  in  the  office  for  morning 
ffice  hours,"  Rep.  Ewing  said. 

When  Senator  Minner  arrived  for  her  day 
t 6:30  a.m.,  she  had  to  change  into  the  appro- 
bate clothing  to  talk  with  the  mothers,  which 
Included  a 16  year  old  who  was  having  her 
econd  child,  and  visit  with  the  babies  in  the 
ursery  and  then  finally  end  up  in  surgery. 
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"I  thought  when  I went  into  the  O.R.  it  was 
amazing  that  the  team  that  was  there  worked 
so  well  together.  If  you  look  at  what  happened, 
the  nurses  were  there  every  time;  the  doctor 
didn’t  have  to  ask  for  anything.  I thought  this 
team  had  to  have  been  working  together  for  a 
good  longtime.  When  I asked  I found  out  it  was 
one  lady’s  first  day  to  work  with  the  doctor,  and 
another  of  the  nurses  had  only  been  working  in 
the  O.R.  for  two  months.  It  is  amazing  the 
teamwork  that  they  have.  There  are  so  many 
things  that  we  don’t  know  that  happen  in  the 
O.R.,  that  happen  with  these  patients,  that 
happen  every  day  with  these  doctors  when 
there  is  an  emergency,"  Sentor  Minner  said. 

"The  doctor  that  I was  with  had  been  in  the 
hospital  11:00  the  night  before,  had  done  an 
emergency  surgery; he  was  back  at  4:00  a.m.  for 
delivery;  he  was  back  at  5:30  a.m.  and  started 
rounds  when  I got  there  at  6:30  a.m.  The  paper- 
work he  did  was  horrendous,”  she  added. 

Senator  Minner  also  said  that  one  thing 
that  shocked  her  was  a young  pregnant  woman 
who  also  became  diabetic.  Dr.  Chait  said  this 
was  a very  serious  condition  because  the  fetus 
did  not  have  a problem  with  diabetes,  but  the 
mother  did,  and  both  had  to  be  treated  at  the 
same  time. 

Senator  McBride  said  he  was  tremondously 
taken  aback  by  the  efforts  a doctor  has  to  make 
both  medically  and  administratively,  "...in  keep- 
ing current  on  legislation  and  other  rules  that 
are  presented  to  the  medical  field  for  their 
consideration  and  understanding.  I gained  a lot 
more  respect,  HI  already  had  a lot  for  the 
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medical  field,  but  after  watching  Dr.  Sobel  and 
the  fine  work  that  he’s  doing  with  his  patients, 
I gained  a lot  more  respect  in  that  particular 
field.  It  helped  me  gain  a better  understanding 
of  what  the  medical  field  has  to  deal  with,”  he 
said. 

The  goals  of  the  Mini-Internship  Program 
are  to  develop  good  relationships  between  medi- 
cine and  government  and  educate  the  legisla- 
tors about  the  complexities  of  health  care.  The 
program  creates  an  understanding  though  per- 
sonal experience  and  demonstrates  health  care 
concerns  held  by  both  physicians  and  legisla- 
tors. 

"They  talk  to  you  about  everything,  from 
filing,  records  keeping,  buyingmedieines,  laws, 
and  how  one  simple  law  that  is  passed  by 
government  affects  them,”  Rep.  Ewing  said. 

"Many  of  us  who  have  worked  putting  to- 
gether programs  — and  I worked  very  diligently 
during  the  prenatal  program  in  Milford  — 
thought  that  once  we  had  the  doctors,  the  state 
agency  and  the  money  in  place,  things  were 
going  well.  It  will  probably  shock  you  to  find  out 
that  with  Dr.  Chait  that  day  I learned  50 
percent  of  those  women  delivering  babies  in  the 
hospital  have  never  seen  a doctor  until  that 


day.  They  do  go  to  the  clinic;  they  sometimes 
see  the  nurse  practitioner,  they  see  a midwife, 
but  a doctor  has  not  had  the  opportunity  to 
work  with  that  patient  at  all  until  the  day  of 
delivery.  If  you  think  of  that  and  think  what  we 
do  with  our  prenatal  clinics,  it  makes  us  want  to 
go  back  and  revisit  those,  which  I will  do,  and 
try  to  do  a better  educational  process,"  Senator 
Minner  said. 

The  legislators  agreed  that  the  program 
was  beneficial  and  encouraged  their  peers  to 
take  part  in  the  mini-internship. 

"Other  legislators  are  going  to  be  asked  to 
participate,  and  I hope  if  you  are  asked  that  you 
will  take  the  opportunity,  whoever  is  asked  to 
go,  accompany  a physician  for  a day  because 
you  will  have  your  eyes  opened  a little  bit.  I 
truly  hope  that  I have  the  opportunity  to  go 
again  because  I really  would  like  to.  But  if 
anyone  has  the  opportunity  to  go  on  this  pro-  : 
gram,  please,  don’t  turn  it  down;  you’ll  be  a lot 
better  for  it,"  said  Rep.  Ewing. 

If  any  of  you  get  the  opportunity,  I would 
advise  you  to  grab  it  quickly.  It  is  not  only  ] 
interesting,  it’s  informative  and  you  learn  a 
total  new  respect  for  the  medical  group,”  added 
Senator  Minner. 


R.  Meckelnburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 
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FROM  THE  AMA 


Blood  Donors  More  Likely  to 
Reveal  HIV  Risks  to  Computer 


Potential  blood  donors  may  be  more  comfort- 
able revealing  possible  risk  of  HIV  transmis- 
sion to  a computer  than  to  a human,  according 
to  a study  published  in  the  Journal  of  the 
American  Medical  Association. 

“Computer-based  screening  elicits  more 
HIV-related  factors  in  the  health  histories  of 
blood  donors  than  do  the  standard  question- 
naire and  interviewing  methods  currently  in 
use,”  writes  Steven  E.  Locke,  M.D.,  from  the 
Center  for  Clinical  Computing,  Beth  Israel 
Hospital,  Boston,  with  colleagues. 

The  authors  compared  the  rate  of  detection 
lof  HIV  risk  factors  by  computer  interview  with 
the  standard  American  Red  Cross  procedures. 
The  subjects  were  a consecutive  sample  of  294 
male  and  female  blood  donors,  aged  18  to  75 
years,  at  a Red  Cross  donor  center  and  a mobile 
Iblood  drive  at  a hospital. 

Subjects  were  largely  well-educated  young 
or  middle-aged  adults.  Twenty-two  donors  were 
excluded  from  analysis. 

“From  the  272  donors  who  provided  com- 
plete data,  the  computer  identified  12  donors 
who  reported  either  behaviors  associated  with 
a risk  of  HIV  acquisition  or  symptoms  compat- 
ible with  acquired  immunodeficiency  syndrome; 
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none  of  these  donors  had  been  so  identified 
either  by  routine  written  questionnaires  or  by 
face-to-face  interviews  used  to  screen  potential 
blood  donors,”  they  found. 

Seven  patients  reported  medical  symptoms 
consistent  with  AIDS;  other  patients  reported 
having  had  sex  with  an  intravenous  drug  user 
or  having  had  sex  with  someone  with  AIDS, 
they  say. 

The  blood  of  all  donors,  including  the  12, 
tested  negative  for  HIV  antibodies. 

The  average  computer  interview  took  eight 
minutes.  “Analysis  of  donor  reactions  to  the 
computer  interview  revealed  that  the  method 
was  not  only  acceptable  but  enjoyable,  that  is, 
was  deemed  effective,  and  the  subjects  trusted 
the  confidentiality  of  the  data  they  provided,” 
the  authors  say. 

“The  subjects  judged  the  computer-based 
method  to  be  more  private  and  believed  that 
donors  would  be  more  honest  with  a computer 
terminal  than  with  a human  interviewer,”  they 
say.  “These  findings  are  consistent  with  earlier 
studies  suggesting  that  people  would  rather 
reveal  information  of  a personal  and  potentially 
embarrassing  nature  to  a computer  than  to  a 
person.” 
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Glasgow  Medical  Center 

Would  like  to  share  second  floor 
suite  with  one/two  practitioners 

✓ Ideal  for  internist/ 
sub-specialty  medicine 

✓ Elevator  access  with  2,600 
sqaure  feet  beautifully  apportioned 

Great  access  to  Christiana  and 
Union  Hospitals 

Available  immediately 
Call  836-4900 


Sign  Off  S moking 

A SMOKING  CESSATION  PROGRAM 

For  Smokers  Who  Want  to  Quit 

Physician -Directed 
Multi- Interventional 
Emphasis  on  Relapse  Prevention 
Nicotine  Patch  Therapy 

A Division  of 

PULMONARY  ASSOCIATES,  P.A. 

Medical  Specialists  in  Lung  Health 

Medical  Director  - Albert  A.  Rizzo,  M.D. 
Program  Coordinator  - Kathy  M.  Witta,  R.N.,  M.S.N, 

Group-  and  Employer  Sponsored 
Program  Discount  Available 

For  Further  Information/Enrollment  Call 

1-800-220-LUNG  (5864) 


VASCULAR  LABORATORIES  OF  DELAWARE 

NONINVASIVE  VASCULAR  LABORATORY 


Glasgow  Medical  Center 
2600  Summit  Bridge  Road 
Suite  2 I 3 

Newark  DE  19702 

(302)  836-9838 


Medical  Arts  Pavilion 
Suite  I I 2 

4745  Stanton-Ogletown  Road 
Newark  DE  19713 

(302)  368-1  130 


NONINVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 

Extracranial  carotid  and  vertebral  arteries 
Abdominal  aorta  and  its  visceral  branches 
Arterial  system  of  the  upper  and  lower  extremities 
Venous  system  of  the  upper  and  lower  extremities 


Bruce  A.  Fellows,  M.D. 
Director 


Billie  Gray,  R.N.,  R.V.T. 
Doreen  Mahoney,  L.P.N. 


IN  BRIEF 


[f  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  information 
to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE  19806-2166. 
Information  must  be  received  by  the  first  of  the  month,  two  months  before  publication. 


PHYSICIANS’  HEALTH  COMMITTEE 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physicians'  Health  Committee 
■visltes  to  help.  Please  call  302/654-1001.  All  actions  of  the  Physicians’  Health  Committee  are 
;onfidential,  and  the  identity  of  the  reporter  will  not  be  disclosed. 


CHAMPUS  PUBLISHES  NEW  HANDBOOK  FOR  FAMILIES 

The  new  CHAMPUS  Handbook  has  been  published,  and  will  soon  be  available  to  service  families. 
The  156-page  handbook  has  been  completely  updated  with  the  latest  information  about  the  standard 
CHAMPUS  program  s benefits,  procedures  and  eligibility  requirements,  including  new  provisions 
Tor  some  service  members  who  leave  active  duty  and  their  families.  The  book  was  last  published  in 
1990.  Also  discussed  in  the  handbook  are  the  uniformed  services’  Active  Duty  Dependents  Dental 
Plan  and  CHAMPVA,  a program  similar  to  CHAMPUS  that  is  operated  by  the  Department  of 
Veterans  Affairs  for  the  families  of  disabled  veterans. 

The  new  handbook  is  being  shipped  to  the  military  services’  distribution  centers,  to  the  U.S. 
lublic  Health  Service,  the  U.S.  Coast  Guard  and  to  the  headquarters  offices  of  all  CHAMPUS  claims 
)rocessors.  Individuals  who  want  copies  of  the  new  handbook  should  contact  their  nearest  Health 
Benefits  Advisor. 


NIH  CONSENSUS  DEVELOPMENT  CONFERENCE  ON  MELANOMA 

am  intrigued  by  theNIH  concept  of  Consensus  Development  Conferences.  These  are  held  on  a fairly 
requent  basis,  usually  in  the  Washington,  D.C.  area,  and  address  a variety  of  clinical  problems. 
phey  gather  a large  number  of  experts  on  the  problem  under  consideration  and  try  to  reach  acurrent 
consensus  on  diagnosis  and  management.  These  sessions  are  open  to  doctors  and  others  without 
harge  if  they  preregister.  Below  is  a summary  of  a 20-page  report  on  melanoma,  one  of  their  recent 
opics.  --  E.  Wayne  Martz,  M.D. 

> The  diagnosis  of  early  melanoma  (melanoma  in  situ  and  invasive  melanoma  less  than  1 
millimeter  thick)  is  important  because: 

1.  Melanoma  in  situ  is  a distinct  diagnostic  entity  effectively  treated  surgically  with  0.5 
centimeter  margins.  There  have  been  no  reported  deaths  from  adequately  excised 
melanoma  in  situ. 
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2.  Thin  invasive  melanoma,  less  than  1 millimeter  in  measured  thickness,  has  the 
potential  for  long-term  survival  in  more  than  90  percent  of  patients  after  surgical 
excision  with  a 1 centimeter  margin. 

• Minimal  criteria  for  an  acceptable  pathology  report  for  melanoma  include  diagnosis,  depth  of 
invasion  (thickness)  in  melanoma,  and  status  of  margins. 

• Elective  lymph  node  disections  and  extensive  staging  evaluations  are  not  recommended  in  early 
melanoma. 

• Patients  with  early  melanoma  are  at  low  risk  for  relapse  but  may  be  at  high  risk  for  development 
of  subsequent  melanomas  and  should  be  followed  closely. 

• Some  family  members  of  patients  with  melanoma  are  at  increased  risk  for  melanoma  and  should 
be  enrolled  in  surveillance  programs. 

• The  use  of  “dysplastic  nevus”  as  a clinical  and  histologic  diagnosis  is  discouraged.  The  clinical 
lesions  should  be  described  as  “atypical  moles.”  Lesions  with  the  appropriate  constellation  of 
microscopic  features  should  be  reported  as  “nevi  with  architectural  disorder”  accompanied  by 
a statement  describing  the  presence  and  degree  of  melanocytic  atypia.  The  biologic  significance 
of  these  nevi  as  indicators  of  melanoma  risk  must  be  determined  by  the  clinical  features  and 
family  history  of  each  case. 

• The  familial  atypical  mole  and  melanoma  syndrome  (FAM-M)  is  clinically  recognizable. 
Individuals  with  this  syndrome  have  a greatly  increased  risk  of  developing  melanoma.  Careful 
surveillance  of  these  patients  is  necessary. 

• Education  and  screening  programs  have  the  potential  to  decrease  morbidity  and  mortality  from 
melanoma. 

• The  public  should  be  made  aware  of : (1)  the  increased  risk  of  melanoma  related  to  excessive  sun 
exposure,  particularly  in  childhood;  (2)  the  clinical  appearance  of  early  melanoma;  (3)  the 
excellent  prognosis  associated  with  detection  and  treatment  of  early  melanoma;  and  (4)  the  need 
for  regular  skin  examinations  by  themselves  and  by  their  health  professionals. 

HYDROCOLONIC  ULTRASOUND  DETECTS  MOST  COLON  TUMORS 

Although  contemporary  ultrasonography  has  many  applications  in  the  diagnosis  of  intraabdominal 
disease,  it  cannot  reliably  detect  lesions  in  the  colonic  wall  and  lumen.  A new  technique, 
hydrocolonic  sonography  (HS),  improves  conditions  for  detecting  luminal  lesions  by  instilling  1500 
ml  of  water  into  the  colon  before  imaging. 

In  this  comparative  study,  300  patients  referred  for  colonoscopy  to  evaluate  abdominal  pain, 
weight  loss,  diarrhea,  or  fecal  occult  blood  underwent  both  HS  and  conventional  sonography.  The 
ultrasonographer  and  colonoscopist  were  unaware  of  one  another’s  findings.  All  polyps  and  tumors, 
were  evaluated  histologically. 

HS  visualized  the  entire  colon  (excluding  the  rectum)  in  97  percent  of  patients,  and  detected  97 
percent  of  the  29  carcinomas  found  by  colonoscopy;  conventional  sonography  detected  only  31 
percent.  HS  had  no  false-positive  results.  It  also  detected  91  percent  of  polyps  7 mm  or  larger  in 
diameter  (the  size  most  likely  to  be  malignant  or  premalignant);  none  were  seen  on  conventional 
sonography.  Because  HS  can  assess  tumor  penetration  into  the  bowel  wall,  it  correctly  staged  75 
percent  to  85  percent  of  the  deeper  tumors  (stage  T2  to  T4).  The  procedure  was  tolerated  by  all 
patients  and  averaged  15  minutes  to  complete. 

Although  HS  is  not  quite  as  accurate  as  colonoscopy,  it  is  quicker  and  easier.  It  may  therefore 
come  to  have  a prominent  place  in  the  detection  of  colon  tumors. 

Reprinted  by  permission  of  Journal  Watch , Vol.  10,  Aug.  1,  1992. 
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The  State  of  the  Medical  Society 
of  Delaware  1992 


It  has  been  my  pleasure,  as  well  as  a distinct 
privilege,  to  serve  as  president  of  the  Medical 
Society  of  Delaware  in  1992.  This,  my  last 
President's  Page,  will  let  you  know  what  we 
have  accomplished  over  this  year  and  also  to  let 
you  know  some  of  the  things  that  we  attempted 
to  accomplish.  On  an  overall  standpoint,  I feel 
that  this  has  been  a very  productive  and  active 
year,  with  maximum  participation  of  the  mem- 
bership in  many  of  these  affairs. 

Perhaps  I am  understating  the  case  when  I 
say  that  a lothas  been  accomplished  during  this 
year;  however,  I would  call  to  your  attention  a 
statement  which  has  been  attributed  to  graffiti , 
and  that  is,  “If  you  can  keep  your  head  when  all 
about  you  are  losing  theirs,  perhaps  you  have 
misunderstood  the  situation.”  I hope  that  I am 
not  in  that  situation;  however,  as  I suggested  in 
my  remarks  last  year  as  the  president-elect,  I 
have  attempted,  to  the  best  of  my  ability,  to 
have  maximum  participation  of  the  member- 
ship in  the  affairs  of  the  Society  and  feel  that,  to 
some  extent,  we  have  been  able  to  accomplish 
this.  I would  remind  you  of  a statement  attrib- 
uted to  Y ogi  Berra,  “If  people  don’t  want  to  come 
out  to  the  ballpark,  there  ain’t  nothing  you  can 
do  to  stop  them.” 

As  you  will  recall,  our  year  started  of  with 
a bang  when  the  governor  in  his  State  of  the 
State  Address  in  January  1992  announced 
implementation  of  his  health  care  initiative 
which  included  a provider  tax  on  physicians  as 
well  as  health  care  institutions.  With  the  an- 
nouncement of  these  initiatives,  your  leader- 
ship held  extensive  negotiations  with  the  gov- 
ernor and  the  secretary  of  Health  and  Social 
Services  regarding  implementation  of  these 
health  care  initiatives. 


At  a special  meeting  of  the  House  of  Del- 
egates held  on  May  18,  1992,  I personally  an- 
nounced an  ambitious  program  titled  the  Vol- 
untary Initiative  Program.  This  program  had 
been  in  the  back  of  my  mind  since  late  in  the 
summer  of  1991  when  it  was  called  to  my 
attention  that  some  practices  within  our  state 
were  being  overwhelmed  with  Medicaid  pa- 
tients and  others  were  seeing  little  or  none  of 
these  patients.  My  feeling  at  that  time  was  that 
if  we  all  worked  in  a cooperative  fashion,  per- 
haps we  could  spread  the  burden  of  these  pa- 
tients equally  among  ourselves.  Secondly,  the 
governor’s  health  care  initiatives  gave  us  the 
initiative  to  formally  get  this  program  together. 
This  was  discussed  extensively  at  the  special 
meeting  of  the  House  of  Delegates  and  ap- 
proved by  an  overwhelming  majority.  Subse- 
quent to  the  formation  of  the  Voluntary  Initia- 
tive Program,  a series  of  meetings  ensued  which 
ultimately  exempted  physicians  from  the  pro- 
posed provider  tax  and  provided  us  further 
impetus  to  proceed  with  the  Voluntary  Initia- 
tive Program. 

In  June  of  1992,  a press  conference  washeld 
to  announce  the  Memorandum  of  Understand- 
ing signed  by  the  leadership  of  your  Medical 
Society  and  Governor  Michael  Castle.  Subse- 
quent to  this  Memorandum  of  Understanding, 
a proposal  was  submitted  to  the  Delaware 
Health  Care  Commission  which  resulted  in  the 
Voluntary  Initiative  Program  being  awarded  a 
grant  of  $ 125,000  to  cover  the  first  15  months  of 
operation.  In  addition,  in  order  to  support  this 
program  in  the  future,  a tax-free  foundation 
was  set  up  to  receive  donations  from  physi- 
cians, institutions  and  perhaps  businesses  as 
well,  to  continue  the  support  of  this  program 
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which  we  feel  has  the  ability  to  make  this  small 
state  a model  that  other  areas  can  follow.  The 
Delaware  Foundationfor  Medical  Services,  Ltd., 
has  been  formed  and  the  necessary  paperwork 
has  been  filed  with  the  Internal  Revenue  Ser- 
vice for  the  acceptance  of  your  donations.  We 
plan  to  solicit  further  donations  as  well. 

We  are  striving  toward  a start-up  of  this 
program  in  the  first  quarter  of  1993,  and  I want 
to  let  you  know  of  our  progress  to  date.  The 
space  has  been  renovated  in  the  Academy  of 
Medicine,  computer  specifications  are  being 
developed,  telephone  lines  are  installed  and  we 
have  now  hired  our  primary  coordinator.  Anita 
Holford,  who  began  her  orientation  on  Novem- 
ber 2,  1992.  We  are  pleased  to  have  Anita  on 
board  and  we  are  certai  n that  this  program  will 
serve  as  a model  to  be  followed  throughout  the 
country. 

We  have  come  a long  way  in  our  continuing 
medical  education  program.  Our  program  was 
reviewed  by  the  ACCME  in  May  of  1992  follow- 
ing a two-year  provisional  approval.  At  that 
time,  primarily  due  to  the  efforts  of  Virginia  U. 
Collier, M.D., Mark  Meister  and  Laurel  Haring, 
the  ACCME  awarded  a four  year  full  accredita- 
tion to  the  Medical  Society  of  Delaware  for 
certification  of  continuing  medical  education 
and  included  in  this  accreditation  commenda- 
tion for  the  work  done  to  date.  Our  Board  of 
Trustees  subsequently  approved  additional  staff 
support  to  the  CME  program  so  that  it  can  be 
further  developed  and  expanded.  The  Dela- 
ware Medical  Education  Foundation,  Ltd.,  has 
been  formed  to  serve  as  the  fundi  ng  mechanism 
for  the  continuing  medical  education  and  the 
Physicians’  Health  Programs. 

In  regard  to  the  Physicians’  Health  Pro- 
gram, we  have  found  that  an  extraordinary 
amount  of  time  is  being  spent  by  the  chairman 
of  this  program.  We  have  elected  to  hire  this 
person,  Dr.  Carol  Tavani,  as  a part-time  direc- 
tor of  the  Physicians’  Health  Program  and  feel 
that  it  is  extremely  important  that  this  pro- 
gram be  continued  at  the  level  at  which  it  has 
operated  over  the  past  several  years. 

You  should  be  aware  that  the  Physicians’ 
Health  Program  currently  has  20  cases  under 
review  and  at  this  time  has  six  new  cases  for 
1992.  I can  assure  you  that  since  Dr.  Tavani 
reports  regularly  to  me  as  the  president  of  your 
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Society,  that  the  situation  in  this  regard  is 
under  excellent  control  and  the  coordination 
with  the  Medical  Practice  Board  continues.  Dr. 
Wayne  Martz,  the  executive  director  of  the 
Medical  Practice  Board,  assures  me  that  this 
cooperation  will  continue  on  an  increasing  ba- 
sis. 

The  House  of  Delegates  has  voted  on  vari- 
ous by-laws  changes.  You  should  be  aware  that 
these  changes  in  the  by-laws  have  been  in  the 
works  since  the  Strategic  Planning  Committee 
was  formed  by  Dr.  William  Duncan  in  1990. 
The  strategic  planning  process  was  completed 
in  1992  following  a general  membership  meet- 
ing convened  in  January  to  solicit  input  on  the 
plan.  As  a result  of  this  strategic  plan,  the  By- 
laws and  Budget  Committees  have  made  rec- 
ommendations to  the  House  of  Delegates  neces- 
sary to  implement  the  strategic  plan.  A specific 
example  ofthe  results  ofthe  Strategic  Planning 
Program  is  its  creation  of  a Third-Party  Om- 
budsman Program,  the  details  of  which  will  be 
provided  in  the  future. 

You  should  also  be  aware  that  the  Secre- 
tary of  Delaware  Health  and  Social  Services, 
the  Honorable  Thomas  Eichler,  initially  pro- 
posed a managed  care  pilot  project  which  in- 
volved the  establishment  of  a closed  panel  staff 
model  HMO  in  response  to  the  Model  Health 
Delivery  Pilot  Project  announced  by  the  Dela- 
ware Health  Care  Commission.  After  many 
meetings,  much  deliberation  and  primarily  at 
the  urging  of  the  Medical  Society  of  Delaware, 
plans  for  the  staff  model  approach  were  dropped 
and  the  proposal  was  rewritten  to  provide  for 
delivery  through  a network  of  existing  IPAs  in 
the  state  of  Delaware.  Through  the  Society’s 
lead,  a consortium  comprising  ofthe  two  largest 
IPAs  and  the  Association  of  Delaware  Hospitals 
was  formed  and  has  submitted  a proposal  to  the 
Delaware  Health  Care  Commission  to  be  the 
statewide  managed  care  delivery  network  un- 
der the  pilot  project.  The  goal  of  this  project  is 
to  provide  a low-cost,  basic  benefit  plan  to  the 
working  uninsured. 

For  many  years  we  have  heard  complaints 
from  downstate  physicians  that  we  did  nothave 
an  office  presence  in  the  downstate  area.  In 
particular,  we  have  heard  complaints  from  the 
physicians  in  Kent  County.  We  have  also  found 
that  we  are  spending  an  increasing  amount  of 
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time  in  Dover  in  our  relationship  with  the 
legislature.  After  many  years  and  lots  of  hard 
work,  particularly  on  the  part  of  Dr.  Stephen 
Permut  and  Dr.  Jorge  Pereira-Ogan,  we  now 
feel  that  we  have  a working  relationship  with 
the  legislature  in  Dover.  As  a result  and  with 
the  approval  of  the  Board  of  Trustees,  we  now 
have  an  official  office  in  Dover,  providing  the 
Medical  Society  a “downstate”  presence.  This 
office  is  currently  being  used  for  meetings  in 
the  Dover  area  and  ultimately  we  hope  to  have 
some  staffing  at  that  office  as  well,  on  at  least  a 
part-time  basis.  Discussions  have  been  held 
regarding  using  this  office  for  the  Ombudsman 
Program  and  staffing  of  the  Kent  and  Sussex 
County  Medical  Societies,  as  well  as  for  our 
legislative  action  activities. 

I am  certain  you  will  agree  that  all  of  these 
projects  seem  to  have  a positive  approach  as  far 
as  health  care  reform  is  concerned.  Please  do 
not  be  lulled  into  a false  sense  of  security, 
however.  If  you  will  recall,  an  article  in  the 
News  Journal  on  October  26,  1992,  it  was 
stated  that,  “The  total  for  excess  health  care 
cost  since  1980,  the  portion  of  health  care  costs 
that  exceeded  gross  national  product  growth 
for  the  period,  is  $1.2  trillion,  according  to 
Lewin-ICF.”  It  was  also  stated  in  that  same 
article  that  working  families  took  the  equiva- 
lent of  a 5 percent  pay  cut  in  1992  and  lost 
$8,398  since  1980  because  of  rising  health  care 
costs,  according  to  a study  by  Service  Employ- 
ees International  Union.  Believe  me,  although 
ithas  been  shown  by  our  past  president,  Dr.  Ali 
Hameli,  that  physicians  are  only  responsible 
for  a small  percentage  of  the  increase  in  the 
health  care  costs,  we  are  still  an  integral  part  of 
the  crisis  in  health  care  costs.  The  thrust  of  our 
leadership  in  the  future  will  be  to  try  to  contain 
the  rising  health  care  costs  of  this  nation  and 
particularly  those  of  this  state. 

As  you  are  aware,  there  have  been  many 
Medicare  changes  in  this  past  year.  With  the 
Medicare  physician  payment  reform,  involving 
many  changes  in  our  billing  practice  as  well  as 
in  coding,  the  Medical  Society  of  Delaware  held 
seminars  to  explain  these  changes  to  the  physi- 
cians and  member  of  their  office  staff  the  semi- 
nar held  in  Wilmington  on  December  10,  1991, 
had  slightly  more  than  300  in  attendance;  the 
seminar  held  in  Dover  on  December  17,  1991, 


had  approximately  150  in  attendance.  These 
seminars  provided  an  overview  of  the  January 
1,  1992,  implementation  of  new  Medicare  phy- 
sician fee  schedule  (RBVS)  information  on  glo- 
bal surgery  guidelines  and  the  new  E/M  coding. 
In  addition,  the  Medical  Society  of  Delaware 
published  an  E/M  coding  handbook,  which  was 
made  available  to  all  members  of  the  Medical 
Society  at  no  charge.  Throughout  this  period, 
your  Medical  Society  leadership  successfully 
lobbied  HCFA  for  a grace  period  in  the  imple- 
mentation of  the  E/M  codes.  During  this  period 
of  time,  we  also  worked  closely  with  Senator 
Roth  and  Congressman  Carper  regardingMedi- 
care  amendments  to  repeal  “new”  physician 
payment  disparities,  restore  EKG  payments 
and  to  improve  GPCI  data  and  adopt  additional 
anti-hassle  measures.  I should  also  call  to  your 
attention  the  fact  that  we  had  complete  and 
total  cooperation  from  the  American  Medical 
Association  in  all  of  these  endeavors. 

In  addition,  we  have  also  been  able  to  at 
least  delay  the  transfer  of  the  Delaware  Medi- 
care beneficiary  services  office  from  Delaware 
to  New  Jersey.  Your  Medical  Society  has  also 
computerized  all  of  the  UPIN  number  of  the 
physicians  in  our  state;  this  information  is 
available  to  our  membership. 

During  this  year,  we  have  also  met  exten- 
sively with  representatives  from  PHICO  con- 
cerning the  future  of  the  Society’s  endorsed 
program  and  the  relationship  to  our  Society, 
particularly  in  regard  to  the  underwriting  com- 
mittee, which  is  formed  at  a physician  member's 
request  when  nonrenewal  is  recommend  by 
PHICO.  I have  also  personally  discussed  with 
PHICO  the  possibility  of  encouraging  other 
members  of  the  Medical  Society  to  either  come 
back  to  PHICO  and  to  provide  some  incentive 
for  the  attraction  of  new  physicians  to  utilizing 
our  endorsed  program  with  PHICO.  Our  en- 
dorsed program  is  predicated  on  the  fact  that 
there  will  be  at  least  400  physicians  insured 
under  the  PHICO  program;  the  continuation  of 
this  number  will  make  the  dividends  available 
in  future  year. 

During  this  year,  we  have  also  attempted  to 
investigate  and  provide  for  further  benefits  for 
the  members  of  the  Medical  Society  of  Dela- 
ware. We  have  initiated  a Bell  Atlantic  Mobile 
Systemsdiscountprogram.  Inaddition,  wehave 
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announced  the  institution  of  a Legal  Consulta- 
tive Service  available  to  any  of  our  physician 
members  who  are  involved  with  contract  nego- 
tiations with  any  health  care  facility.  This  pro- 
gram will  allowforatleastonefree  consultative 
meeting  with  our  counsel,  Mr.  Victor  Battaglia, 
for  advice  in  this  regard.  Further  arrange- 
ments can  be  made,  if  necessary,  with  any  legal 
representative  of  the  member's  choice.  We  have 
also  initiated  an  endorsed  program  for  office 
automation  practice  management,  software 
consultation.  This  was  accomplished  with  the 
aid  of  the  American  Medical  Association.  In 
addition,  we  have  negotiated  a discounted  rate 
on  an  MBNA  Gold  Card  for  the  members  of  the 
Medical  Society  who  wish  to  take  advantage  of 
this  program. 

Asyou  are  also  aware,  HIV  testing  ofhealth 
care  workers  has  become  a chic  political  phrase 
over  the  last  several  years.  Your  Medical  Soci- 
ety has  participated  in  the  drafting  of  legisla- 
tion i n the  state  of  Delaware  which  provided  for 
confidential  reporting  of  an  HIV-infected  phy- 
sician to  the  Society’s  Physician  Health  Com- 
mittee or  to  an  expert  panel  convened  by  the 
State  Board  of  Health.  In  addition,  in  anticipa- 
tion of  this  situation,  an  infectious  disease  con- 
sultant was  appointed  to  the  Physicians' Health 
Committee  to  be  available  should  this  situation 
arise  now  or  within  the  future.  Unfortunately, 
this  legislation  did  not  pass  in  the  Delaware 
Legislature  this  past  year;  however,  the  con- 
cept has  been  embodied  in  rules  and  regula- 
tions submitted  to  the  CDC  for  approval. 

Other  activities  of  the  Society  during  this 
year  have  involved  the  active  support  for  the 
employment  of  the  Board  of  Medical  Practice 
Executive  Director.  As  a direct  result  of  these 
negotiations  an  excellent  choice  for  the  Board  of 
Medical  Practice  Executive  Director  was  made 
when  Dr.  E.  Wayne  Martz  was  selected  to  fill 
this  very  important  position. 

Your  Medical  Society  also  actively  opposed 
the  closing  of  the  University  ofDelaware  Medi- 
cal Technology  Program,  and  this  program  has 
been  resurrected,  at  least  for  the  next  several 
years.  Our  Society  has  assisted  our  physicians 
in  complying  with  OSHA  regulations  on  blood- 
borne  pathogens.  We  have  developed  a video, 
model  plan  and  training  materials  and  had  two 
sessions  in  Wilmington  and  one  session  in  Do- 
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ver  to  bring  these  programs  to  the  attention  of 
our  member  physicians. 

At  the  beginning  of  my  term  as  president,  in 
December  1991,  a meeting  was  held  with  all  of 
the  committee  chairs  of  the  Medical  Society  to 
establish  priorities  and  goals  for  each  of  these 
committees.  I am  pleased  and  proud  to  report 
that  most  of  these  goals  have  been  accom- 
plished. We  have  also  been  supportive  of  the 
Department  of  Public  Safety  in  working  with 
Secretary  Murray  regarding  the  blood  alcohol 
determination  for  driving  under  the  influence, 
which  is  currently,  in  this  state,  .1.  We  have 
suggested  and  agreed  that  it  would  be  appropri- 
ate to  lower  this  to  .08.  You  should  also  be  aware 
that  your  Board  of  Trustees  is  on  record  as 
favoring  a .05  level  for  a determination  of  driv- 
ing under  the  influence.  Unfortunately,  this 
legislature  did  not  pass  despite  our  continued 
and  active  support  in  this  regard.  We  have  met 
with  the  Editorial  Board  of  the  News  Journal 
and  have  had  quite  lively  and  we  had  hoped 
productive  meetings;  however,  I must  say  that 
I am  somewhat  disappointed  in  the  outcome  of 
these  meetings  and  feel  that  this  is  an  area 
which  needs  to  be  actively  pursued  in  the  fu- 
ture. 

In  an  attempt  to  further  coordinate  the 
activities  of  the  Medical  Society  and  involve  all 
of  the  leadership  in  decisions  relative  to  the 
Medical  Society,  as  provided  in  the  bylaws,  I 
have  activated  the  Board  Advisory  Committee 
which  meets  quarterly  and  has  periodically  met 
more  often.  As  a result  of  the  ByLaws 
Committee's  changes,  it  is  hoped  this  will  be- 
come an  active  executive  committee.  It  has 
been  my  feeling  that  we  have  been  able  to 
accomplish  much  more  in  small  meetings  ofthis 
sort  and  have  the  major  policy  decisions  for  the 
Board  of  Trustees  meeting. 

Your  leadership  as  well  as  DELPAC  has 
had  several  meetings  with  the  front  running 
gubernatorial  candidate  throughout  the  year  to 
ensure  that  Medical  Society  participation  will 
be  included  in  the  new  administration's  health 
care  policy  considerations.  The  leadership  of 
your  Society  has  also  actively  participated  in 
the  discussions  surrounding  the  implementa- 
tion of  pediatric  satellite  facilities  throughout 
the  state  by  the  Nemours  Foundation.  We  have 
been  very  concerned  and  certainly  are  cogni- 
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zant  of  the  effect  this  may  have  on  our  member- 
ship throughout  the  state  and  have  kept  this  in 
mind  throughout  all  of  these  negotiations.  I can 
assure  you  that  the  constituency  of  the  Medical 
Society  has  been  and  will  be  provided  for  in  any 
further  discussion. 

As  has  been  quite  evident,  the  American 
Medical  Association  has  been  a partner  in  many 
of  our  plans  and  programs  throughout  the  year. 
The  Strategic  Planning  Committee  was  pro- 
vided primary  guidance  from  the  American 
Medical  Association  in  order  to  shape  the  fu- 
ture of  the  Medical  Society  of  Delaware  for  the 
1990s  and  beyond.  As  an  orthopaedic  surgeon 
and  a Fellow  of  the  American  Academy  of  Or- 
thopedic Surgeons,  I am  aware  that  our  acad- 
emy has  a well-organized  legislative  program 
with  presentations  to  Congress  on  many  mat- 
ters relative  to  health  care.  I am  also  aware  that 
while  the  AAOS  always  presents  a very  intelli- 
gent, well  thought  out  and  presented  program, 
which  Congress  takes  under  advisement,  I can 
assure  you  that  the  numbers  of  physicians 
represented  by  the  AMA,  in  their  presentations 
to  Congress,  draw  considerably  more  attention. 
I am,  as  you  can  understand,  an  active  propo- 
nent of  continued  unification  with  the  Ameri- 
can Medical  Association.  I hope  our  member- 
ship will  be  in  agreement  in  this  regard. 

None  of  these  accomplishments  or  programs 
could  have  been  provided  by  one  person  serving 
as  president  of  our  Society,  and  I certainly  do 
not  want  to  take  any  degree  of  singular  credit  in 
this  regard.  I certainly  would  not  have  been 
able  to  even  begin  these  programs  much  less 
envision  implementation  without  the  solid  and 
complete  support  of  Mr.  Mark  Meister,  our 
Executive  Director,  and  Mrs.  Beverly  Diffen- 
bach,  our  Associate  Executive  Director,  as  well 
as  our  fine  office  staff  at  the  Medial  Society  of 
Delaware.  In  addition,  I would  personally  like 
to  thank  Dr.  Stephen  Permut,  Dr.  William 
Duncan  and  Dr.  Ali  Hameli,  who  have  given  me 
help  and  support  throughout  this  year. 


James  P.  Marvel,  Jr.,  M.D. 
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Until  now,  evaluating  bone  density  using  conventional 
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The  Prehospital  Use  of  Nebulized  Albuterol  on  Patients 
With  Wheezing  Whose  Chief  Complaint  Is  Shortness  of  Breath 


Edward  T.  Dickinson,  NREMT-P,  M.D. 
Robert  E.  O’Connor,  M.D.,  F.A.C.E.P. 
Ross  Megargel,  D.O.,  F.A.C.E.P. 


Abstract 

The  use  of  prehospital  nebulized  beta-agonists 
has  become  widespread,  and  their  safety  and 
efficacy  has  been  documented.  Our  purpose  was 
to  study  their  broadened  use  and  determine 
their  effectiveness  in  specific  sub-sets  of  wheez- 
ing patients. 

We  conducted  a six  and  one-half  month 
prospective  study  to  determine  the  benefit  of 
nebulized  albuterol  treatments  on  a variety  of 
wheezing  patients  whose  chief  complaint  to 
paramedics  was  shortness  of  breath.  Sixty-two 
patients  were  enrolled  in  the  study  and  were 
subdivided  into  four  groups  based  on  patient 
history;  asthma,  COPD,  asthma  & COPD  (A/C), 
and  non-Asthma/non-COPD  (NANC).  The  ef- 
fectiveness of  the  treatment  was  evaluated 
objectively  by  peak  expiratory  flow  rates  (PEFR) 
obtained  before  and  immediately  after  treat- 
ment and  subjectively  by  the  patients’  evalua- 
tion of  their  own  dyspnea.  Changes  in  PEFR 
were  subjected  to  analysis  by  a paired  T-test. 
Albuterol  was  effective  in  increasing  the  PEFR 
in  patients  with  asthma,  COPD  and  NANC. 
Patients  with  both  asthma  and  COPD  did  not 
demonstrate  increased  PEFR  after  treatment. 
The  majority  of  all  patients  were  subjectively 

Dr.  Dickinson  completed  his  Emergency  Medicine  resi- 
dency in  June  1992  and  is  currently  on  the  Emergency 
Department  Staff  at  Albany  Medical  College  in  Albany,  NY. 

Drs.  O’Connor  and  Megargel  are  with  Doctors  for  Emer- 
gency Services,  The  Medical  Center  of  Delaware,  and  The 
State  Office  of  Paramedic  Administration  in  Dover,  DE. 

Steve  Gaskin,  M.D.;  Neil  Jasani,  M.D.;  Drs.  Megargel  and 
O’Connor,  editors. 


improved  after  nebulized  albuterol  treatments. 
We  conclude  that  aerosolized  albuterol  is  safe 
and  effective  in  the  prehospital  treatment  of 
patients  com  plaining  of  dyspnea  who  are  wheez- 
ing. 

Introduction 

An  estimated  16  million  American  adults12  and 
9 percent  of  children3  suffer  from  some  form  of 
reactive  airway  disease  such  as  asthma,  emphy- 
sema, or  chronic  bronchitis.  In  the  United  States 
chronic  obstructive  pulmonary  disease  (COPD) 
is  the  fifth  leading  cause  of  death1-2  and  the  11th 
leading  cause  of  potential  life  lost  before  age  65. 4 
Due  to  its  prevalence,  COPD  impacts  all  compo- 
nents ofhealth  care,  includingemergency  medi- 
cal services  (EMS)  systems.  One  EMS  system 
reported  that  25  percent  of  all  “respiratory” 
calls  for  advanced  life  support  (ALS)  were  for 
acute  reversible  airway  disease  or  COPD.5 

Inhaled  B2-agonists  have  been  the  treat- 
ment of  choice  in  the  acute  management  of 
reactive  airway  disease  for  10  years.6  The 
prehospital  use  of  aerosolized  B2-agonists  has 
only  recently  been  investigated  despite  the  fact 
that  ALS  personnel  often  initiate  treatment  of 
patients  with  respiratory  complaints.  Inhaled 
metaproterenol,5,7  isoetharine,8-9  and  albuterol10 
have  been  used  successfully  in  the  prehospital 
treatment  of  asthma,  COPD,  and  chronic  bron- 
chitis. 

We  added  an  ALS  protocol  using  aerosolized 
albuterol  for  the  treatment  of  dyspnea  with 
wheezing  to  determine  whether  its  use  caused 
an  improvementin  subjective  dyspnea  and  peak 
expiratory  flow  rates  (PEFR)  in  specific  subsets 
of  patients  with  dyspnea  and  wheezing. 
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Methods 

The  study  was  conducted  in  northern  Delaware 
beginning  in  August  1990,  when  nebulized 
albuterol  treatments  were  added  to  the  treat- 
ment protocols  of  the  New  Castle  County  para- 
medics, and  concluded  in  February  of  1991.  The 
New  Castle  County  paramedics  serve  a popula- 
tion base  of  475,000  and  are  deployed  in  five 
units.  In  1990  they  responded  to  more  than 
11,500  ALS  calls. 

A standardized  treatment  protocol  and 
training  program  for  the  prehospital  adminis- 
tration of  nebulized  albuterol  was  developed  by 
a group  of  emergency  physicians.  The  training 
program  involved  2.5  hours  of  instruction  on 
pathophysiology  and  treatment  of  reactive  air- 
way disease,  the  administration  of  medications 
via  nebulizer,  and  the  measurement  of  PEFR. 
All  paramedics  and  paramedic  supervisors  re- 
ceived this  training  as  part  of  their  annual 
refresher  course  in  the  spring  of  1990.  All 
training  sessions  were  taught  by  the  same  phy- 
sician so  as  to  standardize  didactic  content  and 
presentation. 

Prior  to  the  initiation  of  the  albuterol  proto- 
col, patients  with  shortness  of  breath  and  a 
history  of  asthma  received  basic  life  support 
(BLS)  dispatch  priority.  In  conjunction  with 
initiation  of  the  protocol,  dispatch  priorities 
were  changed  to  make  all  shortness  of  breath 
calls,  including,  asthma  an  ALS  dispatch  prior- 
ity. 

The  treatment  protocol  called  for  all  pa- 
tients whose  chief  complaint  was  shortness  of 
breath  and  who  were  wheezing  on  physical 
exam  to  qualify  for  treatment.  Prior  to  the 
initiation  of  treatment,  a briefhistory  and  physi- 
cal examination,  vital  signs,  and  PEFR  were 
obtained  and  documented.  A Mini  Wright 
(Armstrong  Medical)  peak  flow  meter  was  uti- 
lized to  measure  PEFR. 

Albuterol  sulfate  (Ventolin,  Allen  and 
Hansburys)  was  administered  via  nebulizer  at 
a dose  of  2.5  mgs  in  3 cc  of  normal  saline  for 
patients  over  9 years  of  age  and  at  a dose  of  1.25 
mg  of  albuterol  with  3 cc  of  normal  saline  for 
patients  between  2 and  9 years  of  age.  Treat- 
ment wasinitiated  on  standing  order  unless  the 
patient  had  a heart  rate  greater  than  150  for 
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children  and  120  for  adults  or  if  the  patient  had 
self  administered  an  inhaled  bronchodilator 
less  than  one  hour  prior  to  paramedic  arrival. 
In  either  case  the  paramedics  were  required  to 
contact  the  medical  control  physician  via  radio 
or  telephone  for  permission  to  administer  nebu- 
lized albuterol.  The  protocol  allowed  for  the 
simultaneous  use  of  other  medications  and  ALS 
interventions  as  warranted  by  the  patient’s 
clinical  condition. 

At  the  completion  of  treatment  the  para- 
medics evaluated  the  patient’s  vital  signs,  PEFR, 
and  physical  exam  and  documented  the  patient’s 
subjective  evaluation  of  dyspnea.  Completion 
of  paramedic  treatment  was  defined  as  when 
the  nebulizer  chamber  was  empty  while  en 
route  to  the  Emergency  Department  (ED)  or 
when  the  patient  arrived  at  the  ED.  The  dura- 
tion of  treatment  was  documented.  All  patients 
had  continuous  cardiac  monitoringduringtreat- 
ment. 

Paramedic  run  sheets  were  reviewed  on  the 
104  patients  given  albuterol.  Data  regarding 
past  medical  history,  chief  complaint,  age,  PEFR 
before  and  after  treatment,  and  subjective  res- 
piratory change  were  collected.  Patients  were 
categorized  in  the  foil  owing  groups  according  to 
the  history  they  or  their  families  gave  to  the 
paramedics:  asthma,  COPD,  asthma  plus 
COPD,  and  non-asthma  non-COPD  (NANC). 
Mean  and  standard  deviation  were  determined 
for  patient  age  and  change  in  PEFR.  Pre-treat- 
ment and  post-treatment  PEFRs  were  com- 
pared by  students  paired  T-test.  P <.05  was 
considered  significant. 

Results 

During  the  six  and  one-half  month  study  pe- 
riod, 104  patients  who  complained  of  shortness 
of  breath  and  who  were  wheezing  received 
prehospital  nebulized  albuterol.  Patients  with 
incomplete  data  or  those  who  received  other 
prehospital  medications  were  excluded  from 
the  study.  Data  collection  was  complete  for  62 
patients  who  received  no  medication  other  than 
nebulized  albuterol.  Patients  who  arrived  at 
the  ED  before  completion  of  treatment  are 
among  the  62  patients  included  in  the  study. 
Three  patients  received  prehospital  albuterol 
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on  two  separate  occasions  and  were  considered 
separate  patients  each  time  they  were  treated. 
Patients  were  divided  into  four  groups  based  on 
prior  history:  asthma,  COPD,  asthma  plus 
COPD,  and  miscellaneous  causes  (NANC).  The 
number  of  patients  in  each  group,  mean  age, 
and  percent  of  patients  reporting  subjective 
improvement  is  shown  in  Table  1.  The  PEFR 
obtained  before  and  after  treatment,  as  well  as 
the  mean  change  in  PEFR,  are  shown  in  Table 
2.  Fourteen  patients  with  asthma  had  initial 
PEFRs  less  than  100  while  eight  continued  to 
do  so  after  treatment.  Eight  of  the  twelve  pa- 
tients with  COPD  had  initial  PEFRs  less  than 


100  while  four  continued  to  do  so  after  treat- 
ment. None  of  the  seven  patients  with  asthma 
plus  COPD  had  PEFRs  less  than  100  either 
before  or  after  treatment.  One  patient  from  the 
miscellaneous  group  had  a persistent  PEFR 
less  than  100.  Patients  in  the  miscellaneous 
(NANC)  group  are  listed  in  Table  3 according  to 
age,  gender  and  ED  diagnosis. 

Review  of  the  paramedic  run  sheets  and  ED 
charts  disclosed  no  adverse  effects  from  albuterol 
administration.  The  two  patients  with  conges- 
tive heart  failure  in  the  miscellaneous  group 
(Table  3)  appeared  to  have  suffered  no  harmful 
effects  from  the  aerosol  treatment. 


Duration  of 

Subjective 

Mean  age 

Treatment 

Improvement 

GrouD 

n 

(years) 

(minutes) 

(%) 

Asthma 

36 

43  +/-  21 

9.7  +/-  3.2 

97 

COPD 

12 

67  +/-  13 

9.4  +/-  3.1 

92 

A/C 

7 

68  +/-  11 

6.9  +/-  3.6 

100 

Misc 

7 

52  +/-  25 

10.6  +/-  7.2 

86 

Total 

62 

51  +/-  22 

9.4  +/-  3.9 

95 

Table  1.  Age,  treatment  duration  and  percentage  subjectively 

improved 

Pre-treatment  PEFR 

Post-treatment  PEFR  Mean  Change 

GrouD 

(L/min) 

(L/min) 

(L/min) 

Asthma 

116  +/-  68 

169  +/-  80 

54  (p  < 0.005) 

COPD 

78  +/-  45 

108  +/-  45 

28  (p  < 0.005) 

A/C 

127  +/-  21 

142  +/-  39 

15  (NS) 

Misc 

174  +/-  133 

199  +/-  153 

34  (p  < 0.05) 

Table  2.  PEFR  before  and  after  treatment 


Age  (vears) 

Gender 

ED  Diagnosis 

33 

female 

Sarcoidosis 

69 

male 

Throat  cancer 

34 

male 

Carbon  dioxide  gas  inhalation 

48 

male 

Congestive  heart  failure 

5 

male 

Bronchitis 

71 

female 

Congestive  heart  failure 

71 

male 

Lung  cancer 

Table  3.  Patients  with  no  prior  history  of  asthma  or  COPD 
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Discussion 

Coinciding  with  the  initiation  of  this  study, 
dispatch  priority  for  patients  calling  911  with 
complaints  referable  to  asthma  was  changed 
from  BLS  to  ALS  priority  and  standing  orders 
for  the  administration  of  aerosolized  albuterol 
were  added.  During  the  first  six  and  one-half 
months  of  the  study,  2 percent  of  all  patients 
transported  to  the  hospital  received  nebulized 
albuterol  during  transport.  We  believe  that 
reactive  airway  disease  is  encountered  fre- 
quently enough  to  mandate  provisions  for  its 
treatment. 

Administration  of  beta  agonists  to  patients 
with  reactive  airway  disease  has  been  shown  to 
improve  respiratory  status  to  a greater  degree 
than  anticholinergics  or  aminophylline. 10,11  Ad- 
ministering beta  agonists  by  injection  versus 
inhalation  results  in  a similar  degree  of  im- 
provement in  respiratory  status.12'13  However, 
adverse  effects  such  as  tremor,  palpitations, 
nausea,  vomiting,  headache,  cardiac 
arrhythmias,  and  agitation  are  noted  more  fre- 
quently with  injected  beta  agonists.13'15 

The  prehospital  use  of  aerosolized  beta  ago- 
nists has  been  reported  by  other  authors5-7'10  in 
the  treatment  of  reactive  airway  disease.  The 
measurement  of  PEFR  by  prehospital  care  giv- 
ers before  and  after  treatment  has  shown  an 
improvement  of  37  L/min  for  metaproterenol,57 
61  L/min  usingisoetharine9  and  27  L/min  using 
albuterol.10 

While  our  results  are  consistent  with  these 
previous  studies,  we  attempted  to  determine 
whether  prehospital  bronchodilator  adminis- 
tration would  be  of  more  or  less  benefit  to 
specific  subsets  of  patients  with  reactive  airway 
disease  (Table  2).  We  found  a significant  im- 
provement in  PEFR  in  patients  with  asthma 
and  COPD,  which  is  consistent  with  previous 
studies.  In  addition  we  found  a significant  im- 
provement in  PEFR  in  patients  with  no  prior 
history  of  reactive  airway  disease  who  pre- 
sented with  wheezing  and  shortness  of  breath 
(Table  3).  We  conclude  that  patients  who  are 
wheezing  and  have  a low  initial  PEFR  may 
benefit  from  aerosolized  albuterol  even  if  they 
have  no  prior  history  of  reactive  airway  disease. 
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Patients  who  gave  a history  of  having 
asthma  in  addition  to  COPD  did  not  show  a 
significant  improvement  in  PEFR  despite  the 
fact  that  all  seven  patients  in  this  subset  re- 
ported subjective  improvement.  The  PEFR  for 
this  group  may  have  failed  to  significantly 
improve  because  of  the  shortened  duration  of 
treatment  with  respect  to  the  other  groups 
(Table  1).  The  short  duration  of  treatment  indi- 
cates that  not  all  of  these  patients  completed 
treatment  prior  to  arrival  in  the  ED.  In  addi- 
tion, the  extent  of  pulmonary  pathology  in  this 
group  may  have  also  limited  their  objective 
response  to  nebulized  albuterol. 

Aerosolized  bronchodilators  are  usually  ad- 
ministered using  oxygen  as  a gas  source  for 
nebulization.  While  subjective  improvement  was 
seen  in  59  of  the  62  patients  enrolled  in  our 
study  (95  percent),  patients  receiving  treat- 
ment with  oxygen  alone  had  previously  shown 
subjective  improvement  without  an  associated 
increase  in  PEFR.9  We  therefore  doubt  that  the 
subjective  improvement  seen  with  the  majority 
of  our  patients  was  due  to  albuterol  alone.  The 
prehospital  determination  of  PEFR  appears  to 
be  a more  reliable  indicator  of  respiratory  sta- 
tus. 

We  conclude  that  paramedics  respond  to 
complaints  of  shortness  of  breath  in  patients 
with  reactive  airway  disease  frequently  enough 
to  justify  prehospital  treatment.  The  prehospital 
use  of  aerosolized  beta-agonists  has  been  shown 
elsewhere  to  be  of  benefit  in  patients  with 
asthma  and  COPD.  Administration  of 
aerosolized  albuterol  results  in  improved  PEFRs 
not  only  in  patients  with  asthma  and  COPD, 
but  also  in  patients  who  are  suffering  from 
acute  reactive  airway  disease  from  other  causes. 
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Conference  Facilitie 


The  Educated  Choice 
In  Conference  Centers 


Yoi ' CAN  CHOOSE  ANY  CONFERENCE  CENTER.  Or  YOU 
CAN  CHOOSE  THE  CONFERENCE  CENTERS  THAT  ARE  THE 
STANDARD  BY  WHICH  OTHERS  ARE  JUDGED.  '<£  Ol'R 
CENTERS  HAVE  THE  ENVIRONMENTS  THAT  ONLY  AN  AFFILl 
ATION  WITH  A MAJOR  UNIVERSITY  CAN  PROVIDE.  LiNIQUE, 
TOO,  ARE  OUR  FACILITIES,  AMENITIES,  SUPPORT  STAFF 
AND  CENTER  SITES  We  OFFER  THREE  DIVERSE  CENTERS 
WHICH  CAN  MEET  THE  NEEDS  OF  VIRTUALLY  ALL  TYPES 
AND  SIZES  OF  CONFERENCES,  MEETINGS,  PROFESSIONAL 
DEVELOPMENT  PROGRAMS,  BANQUETS  AND  SPECIAL 

events.  '*>’  Oi  r Newark  Center  features  Ciay  ton 
Hall,  the  most  technologically  advanced  confer 

ENCE  FACILITY’  IN  THE  STATE,  WITH  ON  CAMPUS  HOUSING 

available  June  through  August  The  facilities  at 
oi'R  Wilmington  Center  are  more  intimate. 

RANGING  FROM  THE  STATELY’  GOODSTAY’  MANSION  TO 
THE  NEWLY’  OPENED  Ar.SHT  HaLL.  TlIE  ATMOSPHERE  AT 

our  Virden  Center  in  Lewes  is  retreatlike;  the 

SEASIDE  SURROLINDINGS  ARE  BEAUTIFUL  AND  UNSPOILED. 

‘W  Call  for  more  information.  Now  making  an 

EDUCATED  CHOICE  IN  CONFERENCES  IS  ACADEMIC. 

wl^W. 

Newark  Wilmington  Lewes 

(302)  (302)  (302) 

831-2214  573-4419  645-4100 
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DIAGNOSTIC  IMAGING  ASSOCIATES 


Unparalleled  service 

dtturdty 

convenience 


We  offer  state-of-the-art  body  imaging  at  ten  convenient  locations  with  a complete  range  of 
diagnostic  imaging,  including: 


High-field  MRI 

MR  Angiography  (Superior  1.5  Tesla  image  quality) 
Nuclear  diagnostic  studies  and  SPECT  imaging 

CT  Scan 

Low-dose  mammography 
OB  and  general  ultrasound 
Fluoroscopy 
General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  acquired  special  Phased  Array  Coils  which  enable 
higher  resolution  imaging  of  any  body  part. 

Our  ten  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are  sched- 
uled promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 


Diagnostic  Imaging  Associates 


Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  K- 15  Omega  Professional  Center  • Newark  • 368-8150 

Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 

Lindell  Radiology  Suite  11-1601  Milltown  Road  • Wilmington  • 995-2037 

Lindell  CT  Imaging  Suite  13  - 1601  Milltown  Road  • Wilmington  • 995-2037 

Brandywine  Imaging  Center  Suite  E-l  - Foulk  Road  • Wilmington  • 654-5300 

Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


SPECIAL  ARTICLE 


Is  Better  Access  to  Medical 
Care  Needed  in  Delaware? 


Some  Delaware  physicians  have  recently  ques- 
tioned whether  access  to  medical  care  is  a 
problem  in  view  of  Delaware’s  health  resources. 
“Safety  nets”  are  present  but  do  not  overcome 
barriers  to  optimum  health  care,  including  poor 
access. 

Access  Safety  Nets  Include: 

• Emergency  rooms  do  not  turn  people  away, 
and  hospitalization  is  not  dependent  upon 
the  ability  to  pay. 

• Medicaid  is  available  for  those  with  the 
least  income. 

• Well-baby  care,  including  immunizations, 
is  available  through  clinics  at  hospitals  and 
the  Division  of  Public  Health. 

• Prenatal  clinics  are  staffed,  although  first- 
visit  appointments  may  take  a month  or 
more,  even  in  Wilmington. 

• Sexual  disease  (STD)  clinics  can  be  ac- 
cessed without  pay. 

• AIDS  clinics  are  at  the  Medical  Center  of 
Delaware  and  in  Sussex  County  (Division 
of  Public  Health) 

• Public  Health  has  tuberculosis  clinics 

• Mental  health  clinics  are  without  financial 
barriers. 

• There  is  support  for  dialysis  patients  be- 
yond Medicare  (i.e.  for  transportation, 
through  state  moneys). 


Dr.  Frelick  is  Medical  Director  for  Chronic  Disease  at 
Bissell  Hospital,  State  Tumor  Registry  Office,  Newport, 
DE. 


Del  Med  Jrl,  November  1992,  Vol  64,  No  11 


Robert  W.  Frelick,  M.D. 

• Dental  care  can  be  found  at  Del  Tech  and 
the  Medical  Center. 

• Dental  care,  eye  care  and  drugs  are  fur- 
nished by  the  Nemours  Foundation  for  se- 
niors with  limited  incomes. 

• Long-term  nursing  care  is  available  through 
Medicaid  and  the  state-run  nursing  homes 
at  Bissell,  Smyrna  and  Governor  Bacon. 

© Family  planning  is  provided  through  state- 
sponsored  clinics  or  the  Planned  Parent- 
hood Association,  which  also  has  abortion 
services. 

• Adolescent  health  care  is  available  in  four 
schools. 

® Volunteer  services  offer  transportation  or 
other  support. 

• Home  care  is  subsidized  by  United  Way 
through  the  VNA  and  Geriatric  Services  of 
Delaware. 

Physicians  who  provide  tertiary  care  usu- 
ally do  not  see  patients  early  in  the  course  of 
illness;  they  may  not  be  aware  that  the  above 
services  don’t  guarantee  adequate  access  to 
medical  care. 

Access  Deficiencies  in  Delaware 

Poor  access  to  medical  care  is  compounded  by 
unhealthy  lifestyles,  inadequate  understand- 
ing of  prevention  and  use  of  the  medical  care 
system,  as  well  as  defects  in  the  system  itself. 
All  three  are  responsible  for  the  following  dis- 
turbing information: 

Delaware  infant  mortality  rates2  are  high 
(12.3/1,000  live  births  [with  African  Americans 
at  20.7]  vs.  a national  rate  of  10.1). 
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Only  68.3  percent  of  Delaware’s  pregnant 
women  receive  adequate  prenatal  care.  (75 
percent  whites  and  47.7  percent  African  Ameri- 
cans, 44.35  percent  teenagers  and  44.75  per- 
cent single  mothers.  In  Wilmington  the  figures 
are  70.45  percent  for  whites  and  45.6  percent 
for  African  Americans).  Those  with  less  prena- 
tal care  have  more  low-weight  premature  ba- 
bies with  a higher  mortality  rate  and  an  associ- 
ated higher  cost  for  care. 

The  African-American  population  has  a 
higher  mortality  rate  than  whites  (African- 
American  males  1,079.6/100,000,  white  males 
705.8,  African  American  females  640.3  and  white 
females  412.1). 

Data  from  the  National  Center  for  Health 
Statistics1  show  that  the  poor  have  more  than 
their  share  of  health  problems.  Those  with 
incomes  under  $ 10,000  have  higher  health  care 
costs  than  those  with  incomes  over  $35,000. 

Delaware  studies3  show  that  people  with 
less  than  a high  school  education  have  a signifi- 
cantly higher  mortality  rate  from  breast  and 
prostate  cancer  than  those  with  a college  educa- 
tion. 

Delaware’s  sexually  transmitted  disease 
(STD)  rates4  are  higher  than  the  national  rates, 
although  there  was  a drop  from  348  to  307  cases 
of  syphilis  and  from  3,334  to  3,065  cases  of 
gonorrhea  in  1991.  There  were  53  AIDS  cases 
by  May  1992  compared  to  32  at  the  same  time 
last  year.  STDs,  which  are  preventable,  usually 
involve  a high  proportion  of  the  poor,  with  a 
high  financial  and  social  cost. 

Lifestyles  add  to  the  problem.  Of  those  with 
less  than  a high  school  education,  32  percent 
are  smokers  vs.  8 percent  of  those  with  post- 
graduate education.5  Several  years  ago  a study6 
showed  that  tobacco  use  costs  Delaware  $140 
million  and  over  800  deaths  per  year.  The  full 
disability  costs  in  terms  of  suffering  and  im- 
paired quality  of  life  are  hard  to  measure,  but 
the  following  is  an  example  of  how  a smoker’s 
“right  to  smoke”  had  an  adverse  impact  on  his 
grandchildren:  his  two  children  had  to  drop  out 
of  college  when  he  died.  Their  children  suffered 
with  a reduced  standard  of  living  which  the 
smoker  had  not  anticipated,  and  which  can’t  be 
measured  by  the  usual  health  statistics.  Death 
and  disability  from  auto  accidents  remain  a 
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problem  in  spite  of  laws  for  seat  belts,  and 
drinking  and  driving  continue  to  take  their  toll. 
Nine  percent  of  11th  graders  admit  to  drinking 
and  driving.7 

Lack  of  access  is  complicated  because  Dela- 
ware has  too  few  primary  care  physicians  (27 
percent  now  vs.  50  percent  in  1970, 9)  and  inap- 
propriate use  of  the  health  care  system.  Many 
Delawareans  with  limited  economic  and  educa- 
tional resources  do  not  seek  medical  care  at  the 
proper  time.  Like  those  on  Medicaid,  they  tend 
to  miss  appointments  and  have  more  than  their 
share  of  social  problems. 

Fiscal  Barriers  to  Access 

Hospital  outpatient  clinics  and  tertiary  care  for 
the  underinsured  are  largely  paid  for  by  “cost- 
shifting.”  Hospitals  increase  their  fees  to  cover 
costs  for  those  unable  to  pay.  Of  the  hospital 
cost-shifting  in  Delaware,  57.9  percent  can  be 
blamed  on  Medicare8  and  6.75  percent  on  Med- 
icaid. 

About  30  years  ago  many  large  industries, 
whose  employees  are  usually  healthier  than 
the  general  population,  were  able  to  negotiate 
with  commercial  health  insurance  carriers  for 
lower  health  insurance  rates.  Consequently 
employees  working  for  small  businesses  or 
people  with  medical  problems  had  to  pay  extra 
premiums  to  cover  the  costs  from  which  the 
large  employers  escaped.  Many,  therefore,  have 
been  frozen  out  ofthe  health  insurance  market- 
place and  cannot  pay  their  medical  bills.  As  a 
result,  health  care  providers  have  had  to  in- 
crease fees  to  cover  those  unable  to  pay.  That 
cost  shifting  has  come  back  to  "haunt"  big 
industry  and  others  through  increased  premi- 
ums. Some  large  insurersare  now  sendingtheir 
patients  out  of  state  to  places  where  there  is  less 
cost  shifting  so  fewer  are  left  to  share  the 
increased  costs  of  those  who  cannot  pay.  A 
federal  law  allows  self  insurers,  which  usually 
are  the  large  companies,  to  escape  state  regula- 
tions (i.e.,  to  require  community  rating).  A 
federal  solution  is  needed. 

Access  for  Medicaid  patients  is  hampered 
because  many  physicians  find  the  only  way  to 
avoid  Medicaid  red  tape  is  to  refuse  to  see 
Medicaid  patients,  or  to  see  such  patients  for 
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nothing.  Medicaid  patients  also  have  a high  no 
show  rate  and  many  social  problems.  Medicare 
payments  usually  cause  less  hassle,  but  their 
routines  are  still  a headache. 

To  Improve  Access  and  Health 
(Definitions  and  Basic  Principles) 

Basic  health  should  be  a right.  This  includes 
clean  water,  an  affordable  and  nutritious  food 
supply,  safe  living  and  working  conditions,  ac- 
cess to  education  and  promotion  of  healthy 
lifestyles  and  basic  care  when  medical  inter- 
vention is  required.  Basic  medical  care  by  health 
care  providers  is  essential,  but  the  government 
cannot  be  expected  to  underwrite  medical  care 
of  unlimited  sophistication  (i.e.,  heart  trans- 
plants) and  full  coverage  for  those  who  avoid 
personal  responsibility  and  pursue  unhealthy 
lifestyles.  Medical  care  has  been  subdivided 
into: 

1.  Primary  (chiefly  preventive  such  as 
immunization) 

2.  Secondary  (management  of  nonlife- 
threatening  illnesses) 

3.  Tertiary  (requiring  high  technol- 
ogy which  can  be  risky) 

4.  Long-term  care  (long-term  and  ter- 
tiary care  are  costly) 

Basic  Medical  Care  as  recently  outlined  by 
the  AMA  includes  primary  and  secondary  care 
for  all  Americans.11 

Access  Enhanced  by 
Education  and  Legislation 

Access  can  be  improved  by  health  promotion 
(including  prevention)  and  health  behavioral 
education  starting  at  preschool,  with  reinforce- 
ment through  high  school  and  college.  In  addi- 
tion to  good  curricula,  qualified  teachers  are 
needed  who  understand  the  difference  between 
teaching  facts  and  persuading  students  to 
adopt  healthy  lifestyles.12  The  University  of 
Delaware  should  offer  health  education  courses 
in  its  College  of  Education,  especially  for  future 
elementary  teachers. 

The  Behavior  Risk  Factor  State  Survey5 
revealed  that  most  parents  want  their  children 
taught  about  AIDS  starting  in  the  early  grades, 
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but  the  STD  rate  in  Delaware  shows  that  such 
education,  if  present,  is  not  very  effective.  Legis- 
lation is  needed  for  clean  indoor  air,13  smoke- 
free  schools,  prohibition  of  cigarette  sales  to 
those  under  19,  limited  exposure  to  occupa- 
tional toxins  (including  tobacco  smoke),  prop- 
erly labeled  food,  and  research  to  understand 
the  pathophysiology  of  addiction  in  order  to 
control  it.  The  Du  Pont  Company’s  safety  classes 
show  that  injury  prevention  can  be  taught. 

ACCESS  needs  reduced 
through  prevention 

Timely  primary  care  can  effectively  reduce 
morbidity  and  mortality  through  immuniza- 
tion and  good  prenatal  care  (including  smoking 
cessation),  which  significantly  reduces  the  inci- 
dence of  low  birth  weight  and  prematurity. 
Early  prenatal  care  is  especially  important  for 
pregnant  diabetics  since  it  can  reduce  many 
complications,  including  birth  defects. 

The  diagnosis  and  treatment  of  early  stages 
of  cancer  and  heart  disease  are  both  more 
effective  and  less  costly  than  managing  ad- 
vanced disease.  Early  corrective  surgery  (club 
feet,  strabismus,  cleft  palate,  etc. ) can  add  qual- 
ity years  to  life.  Poorly  educated  people  have 
higher  death  rates  from  breast  and  prostate 
cancer;14  they  also  smoke  more  and  have  more 
lung  diseases  and  cancers.  Other  studies  have 
shown  morbidity  and  moratity  from  heart  dis- 
ease is  higher  for  the  poorly  educated  with 
limited  economic  resources. 

The  IndigentCare  Commission'°recognized 
that  tertiary  care  is  not  a big  problem  in  Dela- 
ware, presumably  because  cost  shifting  is  ac- 
cepted. However,  indigents  still  don’t  get  timely, 
appropriate  care  for  best  results. 

ACCESS  Deficiencies  are  Costly 

Emergency  room  care,  especially  for 
nonemergency  situations,  is  expensive.  Care  of 
a premature  baby  can  easily  cost  several  hun- 
dred thousand  dollars. 

Those  who  seek  help  late  in  the  course  of  an 
illness  such  as  cancer  have  a reduced  chance  of 
control  or  cure  and  can  have  huge  medical  bills. 
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The  average  treatment  of  an  early  case  of  breast 
cancer  is  less  than  $10,00015  while  an  advanced 
case  can  easily  cost  $30,000  to  $100,000,  with 
much  less  chance  of  cure.  (In  Delaware,  less 
than  50  percent  of  the  breast  cancers  are  found 
with  localized  [stage  1]  disease.)2  There  are 
even  fewer  stage  1 cases  among  the  poor.  With 
mammography16  about  80  percent  may  be  picked 
up  with  stage  1,  giving  them  a 90+  percent  five- 
year  cure  rate  vs.  the  current  average  70  per- 
cent five-year  cure  rate. 

ACCESS  to  Basic  Medical  Care  Includes: 

• Prevention  is  the  major  intervention  in  the 
“Healthy  People  2000”  objectives.17 

• Education  is  used  to  promote  preventive 
measures,  to  gain  effective  use  of  the  health 
care  system  and  to  understand  and  follow 
good  health  practices,  which  can  also  re- 
duce many  of  society’s  ills,  such  as  drug 
addiction  and  criminal  activities. 

• Health  insurance  which  can  be  more  af- 
fordable with  community  rating.  This  should 
increase  the  number  who  can  afford  health 
insurance  because  premiums  could  be  re- 
duced by  an  estimated  20  to  30  percent. 

Related  to  access  is  better  cost  control,  which 
includes: 

• Malpractice  liability  is  needed  to  aid  mis- 
treated patients,  withouthuge  legal  contin- 
gency fees  and  outrageous  payments  for 
“nuisance”  claims.  Such  reform  should  de- 
crease defensive  medical  care  and  futile 
treatments  for  end-stage  disease. 

• Reducing  the  mountains  of  paperwork  and 
red  tape  for  1,500  different  third  party 
insurers  by  standardized  and  simplified 
forms,  which  would  allow  physicians  and 
their  staffs  to  practice  medicine  and  not 
bookkeeping.  This  might  save  10  to  20  per- 
cent of  the  health  care  dollar. 

• Reduction  of  federal  Food  and  Drug  direc- 
tives to  the  pharmaceutical  industry,  which 
should  reduce  prices  driven  by  the  cost  of 
introducing  a new  drug  (now  over  $200 
million).  Most  of  the  recently  introduced 
drugs  are  very  expensive. 

• Increased  health  insurance  benefits  should 
encourage  healthy  lifestyles  (no  tobacco, 


688 


nonabuse  of  alcohol,  a diet  with  limited  fat 
and  increased  fiber,  appropriate  weight, 
adequate  exercise,  etc.) 

• Affordable  health  insurance  should  be  avail- 
able regardless  of  employment  changes  or 
preexisting  conditions.  Health  care  costs 
should  be  shared  by  employers  and  employ- 
ees as  in  Social  Security,  with  the  self- 
employed  taking  full  responsibility  for  pay- 
ments. Coverage  should  follow  from  job  to 
job  and  state  to  state,  and  include  part-time 
workers.  This  could  be  provided  competi- 
tively by  the  private  insurance  industry 
under  carefully  constructed  standards. 
Medicaid  and  Medicare  could  be  integrated 
into  a system  for  basic  medical  care  insur- 
ance premiumsfor  those  with  low  income  or 
unusually  high  medical  expenses. 

• Managed  continuity  of  care  with  appropri- 
ate referrals  should  improve  quality  and 
save  costs.  If  well  organized,  managed  care 
should  allow  a patient  to  choose  a personal 
physician  and  be  able  to  switch  from  one 
primary  care  provider  to  another.  It  should 
also  allow  a choice  of  specialists  by  having 
a large  number  of  referral  physicians  within 
the  system. 

• Sophisticated  tertiary  care  should  be  avail- 
able for  higher  premiums  for  those  who 
wish  to  pay  for  it. 

• Encourage  practical  long-term  care  insur- 
ance. (The  current  system  of  controlled 
rates  for  competing  telephone  companies 
suggests  that  the  operation  of  a health  care 
system  does  not  necessarily  imply  a single 
mammoth  organization.) 

• Professional  peer  review  can  maintain  and 
improve  the  current  high  quality  of  medical 
care  and  keep  it  affordable.  Peer  review 
works  well  in  research  and  helped  to  con- 
trol excessive  fees  and  unnecessary  proce- 
dures prior  to  1980.  Peer  review  needs  to  be 
removed  from  the  threat  of  the  Sherman 
Anti-Trust  Act  so  that  professional  control 
of  quality  can  be  encouraged  under  the 
watchful  eye  of  state  governments’  Boards 
of  Medical  Practice. 

• More  primary  care  physicians  must  be  re- 
cruited and  medical  schools  need  to  pro- 
mote primary  care. 
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• Adopting  the  (already  developed)  relative 
value  fee  system  should  attract  more  pri- 
mary care  physicians. 

• Some  specialists  should  be  encouraged  to 
offer  primary  care  services  for  the  patients 
they  are  following  for  chronic  diseases  such 
as  cancer  and  heart  disease,  and  physician 
expanders  can  fill  some  of  the  primary  care 
gap. 

The  leaders  of  the  Medical  Society  of  Dela- 
ware should  be  commended  for  promoting  a 
central  telephone  referral  system  to  improve 
access  to  care,  with  an  emphasis  on  the  coopera- 
tion of  physicians  to  share  in  the  primary  care 
burdens  of  the  underinsured. 

Summary 

Improved  access  will  require  more  primary 
care  providers,  a reduction  in  administrative 
red  tape,  and  a clientele  with  healthy  lifestyles 
who  know  how  to  use  the  system  appropriately. 
Prevention  is  a necessary  component  of  access 
even  though  it  often  takes  years  to  produce 
results  and  is  usually  not  dramatic  or  glamor- 
ous (the  heart  attack  which  does  not  occur  is 
hard  to  measure).  Over  time,  the  health  of 
Delawareans  should  show  improvement  through 
appropriate  access  to  medical  care,  which  should 
not  only  be  cost  effective  but  add  to  the  quality 
of  life. 
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THE  BOARD  OF  MEDICAL 
PRACTICE 


E.  Wayne  Martz 
Executive  Director 
Board  of  Medical  Practice 
Editor,  DMJ 


The  Board  of  Medical  Practice  is  very  clearly  an 
arm  of  government  and  exists  for  the  benefit  of 
all  the  people  of  the  state  of  Delaware,  to  assure 
that  only  properly  qualified,  ethical  people  prac- 
tice medicine  in  this  state  and  that  the  quality 
of  the  medicine  they  practice  is  maintained  at 
the  highest  possible  level.  How  it  is  structured 
and  how  it  functions  to  achieve  these  ends  has 
been  the  subject  of  my  education  over  the  last 
few  months,  and  I am  sure  I shall  continue  to 
learn  for  many  months  or  years  to  come. 

Medicine  is  a profession  and,  along  with 
law  and  theology,  one  of  the  original  three 
professions.  The  hallmark  of  a profession,  of 
course,  is  that  it  places  the  interests  and  wel- 
fare of  its  clients  ahead  of  its  own  self-interest, 
and  although  we  like  to  picture  ourselves  in 
that  way,  the  public  does  not  always  perceive  us 
this  way. 

It’s  bad  enough  that  we  make  from  10  to  100 
times  as  much  money  as  a “working  man,”  and 
that  we  flaunt  it  in  palatial  homes,  luxury  cars 
and  expensive  vacations;  the  thing  that  really 
rankles  is  the  perception  of  us  as  joining  ranks 
to  protect  our  members  against  legitimate  and 
justifiable  retribution.  It  is  this  perception, 
directly  attributable  to  a small,  but  very  visible, 
minority  of  physicians,  that  leads  to  threats  by 
the  Federal  Trade  Commission  to  prosecute 
medical  societies  under  Taft  Hartley  as  combi- 
nations of  restraint  of  trade  and  leads  to  large 
“malpractice”  awards  for  patient  misfortune 
unrelated  to  quality  of  physician  performance. 
It  has  also  led  to  redefining  the  role  of  what 
used  to  be  just  a licensing  board  into  a watchdog 
Board  of  Medical  Practice  (BMP). 
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As  I perceive  it  after  a few  months  as 
Executive  Director  of  the  Delaware  BMP,  there 
are  five  broad  areas  of  responsibility  and  func- 
tions. Eiistis  the  long-time  role  of  licensure  and 
all  the  processes  related  to  it,  including  exami- 
nations, verification  of  credentials,  interview 
and  the  processing  of  the  paperwork.  A second 
function  is  to  regulate  practices  that  have  the 
potential  to  be  damaging  to  people.  An  example 
is  the  recently  released  regulation  of  the  use  of 
amphetamines  which  is  now  being  protested. 

A third  function  is  the  inter-relationship 
with  other  boards  and  groups.  There  are  many, 
many  aspects  of  the  healthcare  industry  and  all 
must  function  in  reasonable  harmony  and  coor- 
dination. Others  have  their  own  areas  of  exper- 
tise in  which  their  knowledge  and  skill  may  far 
exceed  what  the  average  M.D  /D.O.  learned  in 
school  and  training,  and  it  is  beneficial  to  soci- 
ety that  they  should  function  within  these  ar- 
eas of  skill  and  knowledge  without  hindrance 
as  long  as  they  do  so  in  an  ethical  and  respon- 
sible manner. 

A fourth  function  is  the  investigation  of 
those  physicians  whom  we  have  some  reason  to 
suspectof  malfunctioning;  to  determine  whether 
they  may  constitute  a source  of  harm  to  the 
public.  There  are  essentially  two  sources  of 
information  that  bring  doctors  to  the  attention 
of  the  BMP.  The  first  is  malpractice  awards  — 
whether  by  judgement  or  settlement  — sent  to 
the  BMP  by  the  insurance  commissioner  or  the 
National  Practitioner  Data  Bank.  The  second  is 
written  complaints,  whether  by  patients,  inter- 
ested citizens  or  other  physicians. 
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Finally,  there  is  a fifth  function,  closely 
allied  to  the  fourth,  in  which  the  BMP  assumes 
a quasi-judicial  role,  issuing  subpoenas,  ob- 
serving rules  of  eyidence,  following  due  process 
and  reaching  decisions  that  may  be  punitive. 
Appeals  from  these  decisions,  if  they  arise,  are 
through  the  courts. 

These  functions  are  by  no  means  simple 
and  frequently  overlap  with  other  jurisdictions. 
For  example,  a doctor  charged  with  a felony  - 
such  as  rape  - is  first  handled  by  the  Justice 
Department;  and  only  after  they  have  resolved 
that  charge  (and  if  guilty,  pronounced  sen- 
tence), then  and  only  then  does  the  BMP  get  in 
the  proceedings  to  decide  whether  the  guilt  or 
innocence  of  the  individual  relates  to  the  ability 


to  practice  medicine  without  harm  to  the  pub- 
lic. As  I understand  it,  conviction  of  a felon) 
may  be  grounds  for  revoking  a license,  but  thal 
latter  action  does  not  follow  automatically. 

Another  example  might  be  a doctor  in- 
volved in  a pattern  of  substance  abuse.  If  that 
physician  is  under  treatment,  properly  moni- 
tored as  by  a Physicians’  Health  Committee, 
and  is  functioning  in  practice  withouthazard  to 
the  public,  the  BMP  may  keep  its  hands  off.  In 
other  words  the  function  of  the  committee  is 
primarily  to  protect  the  public,  not  to  punish 
the  physicians,  although  sometimes  vengeful 
patients  or  their  families  or  representatives 
would  like  to  think  it  is  the  latter. 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 

USAF  HEALTH  PROFESSIONS 
COLLECT 
301-981-7897 
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Tax  Issues  Affecting  Physician 
Recruitment  and  Development 

Richard  T.  Frazier,  Esq. 
Gail  Cummings  Levan,  Esq. 


Introduction:  Legal  Standard 
for  Federal  Tax-Exempt  Status 

It  is  axiomatic  that  physicians  take  a keen 
interest  in  recruitment  programs  hospitals 
offer,  and  strive  to  obtain  as  f avorable  a 
compensation  and  incentive  arrangement  as 
possible.  But  in  evaluating  a hospital’s  physi- 
cian recruitment  program,  physicians  should 
be  mindful  of  an  important  consideration  from 
the  charitable  hospital’s  perspective  - the  ef- 
fect that  program  may  have  on  the  hospital’s 
tax-exempt  status  under  Section  501(c)(3)  of 
the  Internal  Revenue  Code  of  1986  (Code). 

Section  501(c)(3)  of  the  Code  requires, 
among  other  things,  that  to  qualify  as  a chari- 
table tax-exempt  hospital,  the  hospital  must  ( 1 ) 
operate  exclusively  for  one  or  more  exempt 
purposes;  (2)  serve  a public  rather  than  private 
interest;  and  (3)  allow  no  part  of  its  netearnings 
to  inure  to  the  benefit  of  any  private  share- 
holder or  individual  (i.e.,  an  insider  who  is  able 
to  influence  the  use  of  the  hospital’s  funds  or 
assets  for  personal  gain).  With  regard  to  this 
third  requirement,  even  a minimal  amount  of 
private  inurement  may  cause  a charitable  hos- 
pital to  lose  tax-exempt  status.  Moreover,  the 
Internal  Revenue  Service  maintains  that  phy- 
sicians are  considered  “insiders”  for  these  pur- 
poses and  in  their  dealings  with  a hospital  are 


Mr.  Frazier  and  Ms.  Cummings  Levan  are  members  of  the 
Health  Law  and  Tax  Departments  of  the  law  firm  of  Saul, 
Ewing,  Remick  & Saul. 


subject  to  the  inurement  prohibition.  However, 
the  IRS  has  explained  in  a General  Counsel 
Memorandum  (GCM)  that  “even  though  medi- 
cal staff  physicians  are  subject  to  the  inure- 
ment proscription,  that  does  not  mean  there 
can  be  no  economic  dealings  between  them  and 
the  hospital.  The  inurement  proscription  does 
not  prevent  the  payment  of  reasonable  compen- 
sation for  goods  or  services”  (GCM  39862). 

To  understand  the  concept  of  inurement 
and  identify  it,  it  is  necessary  to  recognize  the 
purpose  behind  the  inurement  proscription. 
According  to  the  IRS,  the  proscription  is  aimed 
“at  preventing  dividend-like  distributions  of 
charitable  assets  or  expenditures  to  benefit  a 
private  interest.  Inurement  is  likely  to  arise 
where  the  financial  benefit  represents  a trans- 
fer of  the  organization’s  financial  resources  to 
an  individual  solely  by  virtue  ofthe  individual’s 
relationship  with  the  organization,  and  with- 
out regard  to  the  accomplishment  of  exempt 
purposes”  (GCM  39862).  “If  physicians  were 
hospital  employees,  payment  to  them  of  reason- 
able salaries  and  benefits  would  not  give  rise  to 
inurement.  Similarly,  if  physicians  were  inde- 
pendent contractors  providing  needed  services 
to  (or  on  behalf  of)  hospitals,  payment  of  reason- 
able compensation  for  those  services  would  not 
give  rise  to  inurement”  (GCM  39862). 

If  a physician  is  deemed  not  to  be  an  insider, 
for  whatever  reason,  then  a private  benefit 
analysis  is  applied  to  his  or  her  relations  with 
the  hospital.  Any  private  benefit  arisingfrom  a 
hospital-physician  arrangement  must  be  “inci- 
dental” both  quantitatively  and  qualitatively  to 
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the  overall  public  benefit  achieved  by  the  ar- 
rangement to  avoid  jeopardizing  the  hospital’s 
federal  tax-exempt  status. 

Reasonableness  of  Aggregate 
Compensation 

Whether  a particular  compensation  arrange- 
ment offered  to  physicians  is  “reasonable”  is 
determined  by  a facts  and  circumstances  test. 
Provided  the  arrangementhas  all  the  earmarks 
of  having  been  negotiated  at  arm’s  length  as  a 
means  of  providing  reasonable  compensation, 
without  any  potential  for  reducing  the  chari- 
table services  or  benefits  otherwise  being  pro- 
vided, such  arrangement  should  not  result  in 
private  inurement. 

A hospital  must  contend  with  a number  of 
considerations  when  contracting  with  a physi- 
cian in  order  to  meet  this  reasonable  compensa- 
tion test.  First,  the  hiring  of  a physician  by  the 
hospital  should  fit  a strategic  plan  (staff  devel- 
opment plan)  or  meet  a documented  health 
care/community  need.  Second,  the  hospital 
should  put  a "cap"  on  its  investment.  Third,  the 
hospital  should  try  to  link  the  cost  of  its  invest- 
ment to  a measurable  benefit. 

Lastly,  the  hospital  must  be  able  to  prove 
arm’s-length  negotiations.  The  following  are 
good  indicia  of  this:  more  than  one  hospital 
person  is  involved  in  the  negotiations;  the  com- 
pensation is  approved  by  an  independent  hospi- 
tal committee  or  board  of  directors;  the  physi- 
cian receivingthe  compensation  has  no  or  little 
control  over  the  hospital  and  compensation 
process;  there  is  a proportionate  relationship 
between  the  amount  of  compensation  received 
and  the  responsibilities  and  activities  of  the 
physician;  the  hospital  relies  on  comparative 
data  (e.g.,  accounting  firm,  industry  or  govern- 
mental studies,  or  in-house  research)  and  out- 
side advisors  (consultant,  valuation  expert,  at- 
torney) to  justify  the  amount  of  compensation; 
the  salary  amount,  if  paid  by  a taxable  organi- 
zation, would  qualify  as  an  ordinary  and  neces- 
sary expense  under  section  162  ofthe  Code  (i.e., 
necessary  i n the  sense  that  the  physician  would 
not  agree  to  perform  the  services  for  a signifi- 
cantly lesser  amount,  and  appropriate  in  the 
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sense  that  the  physician’s  services  are  in  fact 
important  to  the  hospital’s  pursuit  of  its  exempt 
purposes). 

Common  Compensation  Arrangements 
and  Recruiting  Incentives 

Compensation  arrangements  between  a hospi- 
tal and  physician  must  qualify  as  reasonable 
under  the  facts  and  circumstances  test  to  avoid 
jeopardizing  the  hospital’s  tax-exempt  status. 
There  are  several  types  of  common  compensa- 
tion arrangements. 

Fixed  compensation  may  be  used  with  ei- 
ther employed  or  independent  contractor  phy- 
sicians. This  tends  to  be  the  least  complicated 
arrangement  and  gives  the  hospital  the  great- 
est control  over  compensation. 

F ee-for-service  compensation  is  an  arrange- 
ment whereby  the  physician  is  compensated 
based  upon  his  or  her  charges  or  on  a fee 
schedule  establishing  the  fee  per  unit  of  those 
professional  services  rendered.  This  arrange- 
ment generally  gives  the  hospital  little  control 
over  the  physician’s  compensation.  Indepen- 
dent contractor  physicians  may  also  receive 
fixed  compensation  (e.g.,forpart-time  adminis- 
trative duties)  in  addition  to  fee-for-service 
compensation. 

A third  arrangement  involves  percentage 
of  gross  or  adjusted  gross  departmental  rev- 
enue. In  other  words,  the  physician’s 
compensation  is  based  upon  a predetermined 
percentage  of  gross  departmental  revenue  de- 
rived from  the  combined  charges  for  facility  use 
and  professional  services.  "Adjusted  gross"  is 
defined  as  either  the  total  charges  less  bad 
debts,  contractual  allowances,  and  other  charge 
adjustments  or  collections  that  are  actually 
received  as  payment  for  services  rendered.  This 
percentage  of  gross  or  adjusted  gross  arrange- 
ment used  to  be  common  for  determining  com- 
pensation for  hospital-based  specialists,  but  is 
less  common  today  due  to  third-party  payor 
restrictions. 

A fourth  compensation  arrangement  in- 
volves percentage  of  net  revenues.  Physicians 
and  hospitals  alike  should  beware  of  compensa- 
tion arrangements  that  involve  physicians  shar- 
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ing  net  revenues  ofthe  hospital  or  netincome  of 
a discreet  part  of  the  hospital,  such  as  a particu- 
lar department.  Such  sharing  of  hospital  net 
profits  with  physicians  in  the  joint  venture 
context  has  been  determined  by  the  IRS  to  be 
per  se  private  inurement  and  may  jeopardize 
the  hospital’s  federal  tax-exempt  status. 

Physician  recruiting  incentives  offered  by  a 
hospital  must  also  survive  a reasonableness 
test  based  on  facts  and  circumstances.  To  prove 
reasonableness,  incentives  should  be  linked  to 
the  physician’s  value  to  the  hospital  (e.g.,  new 
service  or  enhanced  productivity),  or  to  the 
community  (e.g.,  needed  medical  specialty).  A 
hospital  must  consider  all  of  the  incentives 
offered  to  a physician  together  with  the  com- 
pensation arrangement  and  avoid  exceeding  a 
reasonable  amount. 

A guarantee  of  private  practice  income  is 
one  common  physician  recruiting  incentive, 
and  may  be  acceptable  if  the  guarantee  is  of- 
fered for  a one-  or  two-year  period  and  the 
physician  is  relocating  his  or  her  practice  to  the 
hospital’s  service  area.  There  also  must  be 
sufficient  evidence  of  a need  for  the  physician  in 
the  community.  The  level  of  income  guaran- 
teed must  be  reasonable,  and  there  must  be  a 
reasonable  and  explicit  ceiling  on  the  total 
outlays  by  the  hospital.  The  physicians  under 
such  an  arrangement  must  have  an  uncondi- 
tional obligation  to  repay  any  amounts  ad- 
vanced by  the  hospital;  any  forgiveness  ar- 
rangement must  be  demonstrably  related  to  the 
community  benefit  and  treated  as  compensa- 
tion. 

Rent  subsidies  are  another  common  physi- 
cian recruiting  incentive.  Under  this  type  of 
incentive,  a hospital  may  provide  hospital  or 
medical  office  building  space  to  the  physician 
for  his  or  her  use  in  providing  services  to  the 
hospital.  Any  such  space  for  use  in  the 
physician’s  private  practice  generally  must  be 
leased  at  a fair  market  value.  A physician  may 
use  the  same  office  for  hospital  duties  and 
private  practice;  the  time  simply  must  be  ap- 
portioned between  hospital  activities  and  pri- 
vate practice  and  the  fair  market  rent  must  be 
charged  for  private  practice  time. 

Support  staff  is  another  bargaining  chip  in 
physician  recruiting  incentives.  Hospitals  may 
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provide  support  staff  to  the  physician  for  use  in 
providing  services  to  the  hospital.  Again,  sup- 
port staff  for  use  in  the  physician’s  private 
practice  generally  must  be  provided  at  a fair 
market  rate.  The  physician  may  use  the  same 
support  staff  for  hospital  duties  and  private 
practice;  apportionment  simply  must  be  made 
between  the  hospital  activities  and  private  prac- 
tice and  a fair  market  rate  must  be  charged  for 
the  latter. 

Another  common  physician  recruiting  in- 
centive involves  unfunded  deferred  compensa- 
tion arrangements.  Certain  deferred  compen- 
sation arrangements  may  be  valid  for  hospitals, 
but  unfunded  deferred  compensation  arrange- 
ments should  be  structured  carefully,  with  ad- 
vice of  counsel,  so  as  not  to  contribute  to  exces- 
sive or  unreasonable  compensation,  and  to  meet 
other  IRS  requirements. 

Finally,  loans  are  a common  physician  re- 
cruiting incentive.  Loan  agreements  between 
physicians  and  hospitals  should  specify  a rea- 
sonable rate  of  interest  (e.g.,  prime  plus  one  or 
two  percent)  and  include  adequate  security  and 
other  commercially  reasonable  terms.  More- 
over, loan  decisions  should  be  reviewed  by  a 
hospital’s  board  of  directors  and  include  consid- 
eration of  the  physician  borrower’s  credit  his- 
tory. 

Fraud  and  Abuse  Concerns 

It  is  also  important  that  the  physician  recruit- 
ment package  not  violate  the  anti-kickback 
provisions  of  the  Medicare/Medicaid  fraud  and 
abuse  laws.  Briefly,  these  provisions  prohibit 
theknowingor  willful  offer,  receipt,  solicitation 
or  acceptance  of  remuneration  in  exchange  for 
the  referral  of  patients,  items  or  services  for 
which  Medicare  or  Medicaid  pays.  The  anti- 
kickback provisions  are  worded  very  broadly 
and  have  been  i nterpreted  broadly  by  the  courts. 
The  Office  of  Inspector  General  of  the  Depart- 
ment of  Health  and  Human  Services  has  pub- 
licly announced  its  intention  to  promulgate 
Safe  Harbor  regulations  which  would  cover 
hospital  recruitment  of  physicians  and  hospital 
payments  of  malpractice  insurance  premiums 
of  physicians.  These  Safe  Harbors,  if  promul- 
gated, would  establish  guidelines  for  these  prac- 
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tices  which,  if  met,  would  insulate  hospitals 
and  physicians  from  any  liability  under  the 
anti-kickback  provisions. 

Based  upon  draft  Safe  Harbor  regulations 
which  were  “leaked”  several  years  ago,  it  ap- 
pears likely  that  the  new  physician  recruit- 
ment Safe  Harbor  will  be  limited  to  hospital 
recruitment  of  physicians  who  are  relocating 
their  practices  or  being  recruited  from  resi- 
dency or  fellowship  programs.  It  is  also  prob- 
able that  both  of  the  additional  Safe  Harbors 
will  prohibit  the  benefit  paid  to  the  physician 
from  being  based  upon  the  volume  or  value  of 
the  physician’s  referrals  to  the  hospital  and 
require  that  the  physician  not  be  restricted 
from  maintaining  staff  privileges  at  other  hos- 
pitals. 

Before  the  additional  Safe  Harbor  regula- 
tions are  promulgated,  it  would  be  unwise  for 
hospitals  or  physicians  to  enter  into  recruit- 
ment or  malpractice  arrangements  which  de- 
part from  current  IRS  guidelines  as  discussed 
above.  Moreover,  physician  recruitment  and 
malpractice  insurance  payment  programs 
should  include  provisions  pursuant  to  which 
the  parties  agree  to  amend  the  arrangements  if 
and  when  the  additional  Safe  Harbor  regula- 
tions are  promulgated,  or  if  they  are  unable  to 
do  so,  give  either  party  the  right  to  terminate 
the  arrangements  upon  relatively  short  notice. 
Any  such  “unwind”  provisions  should  take  into 
account  whether  or  not  any  funds  previously 
advanced  by  the  hospital  to  the  physician  should 
become  immediately  due  and  payable. 

IRS  Enforcement  Activities 

The  IRS  is  currently  stepping  up  enforcement 
activities  directed  at  hospital-physician  arrange- 
ments. There  has  been  a public  relations  cam- 
paign directed  at  hospital  arrangements  with 
private  persons,  especially  physicians,  encour- 
aging  voluntary  compliance.  In  addition,  the 
IRS  has  promulgated  stringent  new  guidelines 
governing  audits  of  tax-exempt  hospitals.  The 
revised  Hospital  Audit  Guidelines,  issued  in 
March,  1992,  speak  specifically  to  unreason- 
able compensation  and  other  inurementissues. 
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Further  guidelines  are  expected  from  the  IRS 
Office  of  Chief  Counsel  regarding  physician 
recruitment  activities  of  hospitals  and  are  likely 
to  include  instances  the  IRS  considers  to  be  per 
se  private  inurement.  There  has  also  been  a 
nationwide  audit  of  charitable  hospitals  using  a 
Coordinated  Examination  Program,  including 
a team  of  audit  experts. 

If  you  are  a physician,  don’t  think  these 
enforcement  activities  are  just  the  hospital’s 
problem.  In  fact,  once  a hospital  is  investigated 
by  the  IRS,  there  is  always  a risk  that  the  IRS 
will  share  its  information  regarding  the  physi- 
cians and  their  arrangements  with  the  hospital 
with  the  Office  of  Inspector  General  of  the 
Department  of  Health  and  Human  Services. 
This  could  lead  to  an  investigation  of  the  physi- 
cian by  the  local  United  States  Attorney’s  Of- 
fice. In  addition,  there  is  the  possibility  that, 
upon  audit  of  the  hospital,  the  IRS  may 
recharacterize  the  hospital-physician  arrange- 
ment to  produce  additional  compensation,  re- 
sulting in  tax  liability  to  the  physician. 

Conclusion 

The  law  involving  physician  recruitment  and 
incentives  as  affecting  a hospital’s  tax-exempt 
status  is  still  evolving.  Physicians  and  hospi- 
tals alike  are  currently  awaiting  an  IRS  pro- 
nouncement to  be  handed  down  from  its  Office 
of  Chief  Counsel  within  the  next  year.  In  light 
of  recent  IRS  pronouncements,  it  is  safe  to 
predict  that  the  IRS  will  stand  conservative  on 
physician  recruitment  practices.  Physicians 
should  understand  that  compensation  demands 
by  them  are  likely  to  be  resisted  by  hospitals 
because  of  the  tax  constraints  resulting  from 
their  charitable  classification  under  Section 
501(c)(3)  of  the  Code.  Maintaining  their  tax- 
exempt  status  is  paramount  to  hospitals,  and  it 
would  be  in  neither  the  hospital’s  nor  physician’s 
interest  to  jeopardize  that  exempt  status. 

Health  Law  is  a feature  of  the  Delaware  Medi-  ! 
cal  Journal  which  presents  practical  infomration 
for  the  practicing  physicians  about  current 
trends  in  health  law. 
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Edmund  G.  Laird,  M.D. 


Norman  L.  Cannon,  M.D. 


Retired  general  surgeon  Edmund  G.  Laird  died 
at  his  home  in  the  Stonegates  retirement  com- 
munity on  Saturday,  September  26,  1992,  of 
congestive  heart  failure  after  a long  period  of 
increasing  disability.  Born  on  November  12, 
1904,  in  Warrenton,  Virginia,  he  was  87  at  the 
time  of  his  death. 

Dr.  Laird  came  to  Wilmington  as  a boy 
when  his  father  became  rector  of  Christ  Episco- 
pal Church  in  Christiana  Hundred  in  1908.  Dr. 
Laird’s  secondary  education  began  in  1910  when 
he  entered  Wilmington  Friends  School  at  Fourth 
and  West  Streets.  He  also  attended  Episcopal 
High  School  i n Alexandria,  Virgi nia,  from  which 
he  graduated  in  1923.  In  1923  he  entered  the 
University  ofVirginia,  graduatingin  1927  with 
abachelor  of  science  degree.  In  1931,  four  years 
later,  he  graduated  from  Johns  Hopkins  Medi- 
cal School  with  a M.D.  degree.  He  interned  at 
Johns  Hopkins  Hospital  from  1931  to  1932  and 
then  became  an  Assistant  Resident  in  Surgery 
at  The  New  York  Hospital  of  Cornell  University 
in  New  York  City  from  1932  to  1936.  The  first 
year  of  his  residency  was  spent  at  the  Berlin 
Pathologische  Institut  in  Germany  from  1932 
to  1933.  Dr.  Laird  then  became  Chief  Resident 
in  Surgery  at  the  Jersey  City  Medical  Center, 
New  Jersey,  from  October  1936  to  1938. 

Dr.  Laird  returned  to  Wilmington  in  1938 
to  practice  and  joined  the  staff  of  Wilmington 
General  Hospital  as  an  Assistant  in  Surgery. 
He  received  a similar  appointment  at  Delaware 
Hospital,  and  later  held  courtesy  appointments 
at  both  the  St.  Francis  and  Memorial  hospitals. 
In  the  years  before  the  United  States  entered 
World  War  II,  he  was  promoted  to  Associate  in 
Surgery  and,  upon  his  return  after  military 


service,  he  was  appointed  Chief  of  Surgery  at 
both  Wilmington  General  and  Delaware  hospi- 
tals. He  was  also  elected  Chairman  of  the  Medi- 
cal Board  of  Wilmington  General  Hospital.  Dr. 
Laird  was  a very  prominent  surgeon  during  his 
active  career. 

He  was  certified  in  1940  by  the  American 
Board  of  Surgery  and  was  made  a Fellow  of  the 
American  College  of  Surgeons  in  1941.  In  1957 
he  became  the  first  governor  of  the  Delaware 
Chapter  of  the  American  College  of  Surgeons. 

During  World  War  II,  Dr.  Laird  served  as  a 
Major  with  the  8th  Evacuation  Hospital  in 
North  Africa  in  November  1942  and  then 
through  the  entire  Allied  campaign  in  Italy.  He 
was  chief  of  a surgical  team  in  that  unit,  gain- 
ing tremendous  experience.  This  hospital  was 
formed  from  a nucleus  of  doctors  from  the 
University  of  Virginia  and  performed  hero- 
ically in  a long  and  difficult  campaign  for  which 
Dr.  Laird  and  others  were  awarded  the  Bronze 
Star.  He  was  discharged  with  the  rank  of  Lieu- 
tenant Colonel  in  1945. 

Dr.  Laird  was  a member  of  the  American 
Medical  Association,  the  state  and  New  Castle 
County  Medical  Societies,  and  the  Delaware 
Academy  of  Medicine,  as  well  as  being  a mem- 
ber of  the  number  of  other  organization  (i.e., 
Phi  Kappa  Sigma,  Pithotomy  Club,  Thomas 
Jefferson  Eating  Society  [an  honorary  gradu- 
ate society  of  the  University  ofVirginia],  Phi 
Beta  Kappa  and  The  Society  of  Surgical 
Oncology  in  New  York).  He  contributed  medi- 
cal articles  to  the  Delaware  Medical  Journal  , 
as  well  as  to  the  American  Journal  of  Surgery. 
He  was  a member  of  the  Society  of  Colonial 
Wars,  The  Wilmington  Country  Club  and  the 
Wilmington  Club. 
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In  1970  Dr.  Laird  retired  from  the  practice 
of  surgery  and  from  the  active  and  courtesy 
staffs  of  the  hospitals  with  which  he  had  been 
connected  since  1938.  He  was  66  years  old  at 
that  time  and  over  the  next  year  or  two,  the 
process  of  retirement  from  surgery  was  carried 
out  at  his  request.  His  file  at  the  Medical  Center 
of  Delaware  shows  that  in  March  1971  he  was 
granted  Honorary  status  and  finally  in  1973, 
his  operating  and  admitting  privileges  were 
withdrawn,  a status  he  held  until  it  was  changed 
to  Emeritus  in  1986.  The  last  entry  was  in  1989. 

During  his  surgical  career  in  Wilmington, 
Dr.  Laird  was  a significant  influence  on  many 
of  the  younger  surgeons  coming  to  Wilmington 
to  practice  after  World  War  II.  Dr.  Laird  was  a 
well-trained  and  experienced  surgeon  with  some 
unique  characteristics.  It  was  noted  even  dur- 
ing his  training  that  he  was  one  who  did  not 
rush  through  his  work  and  that  everything  he 
did  in  the  operating  room  was  done  precisely, 
correctly  and  meticulously.  Sloppy,  slipshod 
and  careless  were  not  adjectives  used  to  de- 
scribe Dr.  Laird.  In  addition,  he  tended  to 
worry,  perhaps  more  than  necessary,  butit  was 
evident  that  he  was  a deeply  concerned  physi- 
cian, and  his  patients  were  aware  of  his  deep 
concern.  His  surgery  had  to  be  done  just  right 
and  if  it  didn’t  suit,  things  were  redone  right. 
These  things  took  time  but  the  results  justified 
the  care.  There  are  many  anecdotes  reinforcing 
these  recollections  about  Dr.  Laird,  but  there 
are  also  things  of  which  few  people  were  aware. 

When  the  old  Delaware  Hospital  operating 
supervisor  needed  money  for  an  orthopedic 
instrument,  it  was  Dr.  Laird  who  secured  a 
significant  contribution  from  the  Mary  du  Pont 
Laird  Fund  through  the  late  William  Winder 
“Chick”  Laird  to  buy  it  (no  relation,  just  good 
friends).  Dr.  Laird  wrote  a book,  unpublished, 
about  his  hunting  dogs.  He  liked  to  hunt  --  not 
big  game,  but  rather  birds  — pheasant  and 
other  game  birds.  He  succumbed  to  a zestful 
impulse  late  in  his  professional  life  and  bought 
a large  motorcycle  on  which  he  rode  from  hos- 
pital to  hospital  and  to  his  office,  enjoying  the 
exhilaration  of  cycling  much  to  the  amazement 
of  his  colleagues  to  whom  he  seemed  the  least 
likely  person  to  do  something  so  unconven- 


tional as  driving  a motorcycle.  He  invented  a 
surgical  skin-grafting  instrument  which  be- 
came a useful  part  of  the  surgical  tools  he  used. 

Sad  to  say  but  all  this  began  to  unravel  and 
disintegrate  in  or  about  1970  when  the  first 
signs  of  trouble  arose  and  were  recognized  by 
Dr.  Laird,  recognized  so  clearly  that  he  knew 
further  surgery  was  out  of  the  question.  He 
began  to  develop  indications  of  a condition 
affecting  the  muscular  control  in  his  hands, 
legs  and  the  rest  of  his  body.  Something  was 
happening  that  affected  motor  coordination, 
which  in  the  beginning  was  just  enough  thathe 
was  unable  to  maintain  the  standards  he  had 
set  for  himself  and  for  others  who  trained  under 
him.  What  was  happening  was  an  obscure,  rare 
degenerative  process  in  the  olivopontocerebellar 
region.  It  was  of  an  insidious,  slowly  progres- 
sive nature  which  took  more  than  20  years  to 
completely  incapacitate  him.  He  was  a victim  of 
a disease  which  caused  ataxia  and  for  which  no 
cause  or  treatment  was  known,  a frustrating 
situation  particularly  for  a surgeon.  Retire- 
ment from  surgery  was  his  only  option. 

During  the  period  of  his  retirement,  as  long 
as  he  was  able,  Dr.  Laird  used  his  medical 
knowledge  and  experience  for  a number  of 
years  working  for  the  Social  Security  Adminis- 
tration doing  what  is  described  as  “claims  re- 
view.” Eventually  this  became  impossible  from 
a physical  standpoint,  even  though  he  remained 
mentally  clear. 

Dr.  Laird  (Ted,  as  he  was  affectionately 
known  amonghis  friends  and  colleagues)  was  a 
strong-minded,  sincere,  extremely  competent 
surgeon  who  knew  himself  well  and  lived  up  to 
his  capacity  set  by  his  high  standards  through- 
out his  entire  life. 

His  wife,  Virginia  Scott  Laird,  died  in  1985. 
He  is  survived  by  three  sons,  Edmund  G.  II 
(known  familiarly  as  Joey)  of  Wilmington; 
Philip  D.  Ill  of  Palo  Alto  Calif;  and  H.  Scott  of 
Wayne,  Pa.;  a daughter,  Elise  P.  Laird  of  San 
Francisco;  and  three  grandchildren.  His  burial 
was  private. 

I would  like  to  thank  all  who  provided  me 
with  insights  on  the  life  and  character  of  Dr. 
Laird  which  I have  utilized  to  present  a picture 
of  his  career  in  this  account. 
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Benjamin  J.  Burton 

When  young  Doctor  Benjamin  J.  Burton  came 
to  Dover  in  1934  to  set  up,  from  scratch,  his  new 
practice  in  pediatric  medicine,  he  could  hardly 
have  picked  a worse  time  from  an  economic 
standpoint.  Kent  County,  like  the  entire  coun- 
try, was  deep  in  the  middle  of  the  worst  depres- 
sion in  decades.  In  addition  to  this  situation,  he 
was  the  first  medical  “specialist”  to  come  into  a 
community  that  had  long  been  served  by  a 
group  of  older  general  practitioners  who  had 
earned  the  confidence  and  respect  of  their  pa- 
tients over  a period  of  many  years  --  a loyalty 
and  confidence  not  readily  forsaken  by  the 
young  parents  of  the  community. 

Ben  Burton  came  well  equipped  to  deal 
with  these  somewhat  negative  problems  — he 
had  known  nothing  but  excellence  throughout 
his  entire  educational  experience, from  elemen- 
tary school,  through  college,  medical  school  and 
his  residency.  He  supplemented  these  impres- 
sive professional  credentials  with  equally  im- 
pressive personal  qualities,  such  as  a selfless 
and  compassionate  dedication  to  his  patients,  a 
never-ending  quest  for  increasing  his  medical 
knowledge,  good  health  and  untiring  energy 
and  a delightful  sense  of  humor. 

Given  this  fortunate  combination  of  profes- 
sional and  personal  qualities,  it  is  no  wonder 
that  Ben  Burton’s  reputation  laid  down  firm 
roots  from  the  very  beginning  for  a large  prac- 
tice that  served  three  generations  of  patients 
who  favored  him  with  a level  of  respect  and 


genuine  affection  that  touched  him  deeply  and 
was  his  most  cherished  reward  for  a life  spent 
in  service  to  others. 

The  preceding  was  written  by  Mr.  James  B. 
Jackson,  a Kent  County  historian  and  long- 
time friend  of  Ben  and  the  father  of  several  of 
his  patients.  Little  can  be  added  beyond  some 
details.  Dr.  Burton  was  born  in  Frederica,  Dela- 
ware, October  21,  1905.  He  was  educated  at  the 
University  ofPennsylvania  and  graduated  from 
the  University  ofPennsylvania  Medical  School 
in  1930.  He  took  a residency  in  pediatrics  at 
Geissinger  and  Rochester. 

Dr.  Burton  established  his  practice  in  Do- 
ver, Delaware  in  1934  and  continued  until  his 
retirement  in  1975.  During  this  time  he  served 
in  the  United  States  Army  from  1942  to  1945. 
In  1946he  marriedhisbeloved  wife,  Isabel],  Dr. 
Burton  was  one  of  the  13  original  staff  of  Kent 
General  Hospital,  with  which  he  was  affiliated 
from  1934  until  1975.  Dr.  Burton  died  July  11, 
1992. 

Personally,  he  will  always  be  remembered 
as  the  dapper  Brooks’  Brothers-clothed  man 
with  the  loud,  carrying  voice  who  moved  with 
the  energy  of  one  who  likes  what  he  does.  His 
professional  life  was  spent  in  Kent  County 
serving  his  native  community  that  he  cher- 
ished throughouthis  entire  life.  He  delighted  in 
serving  others  in  the  area  that  he  held  most 
dear. 

James  B.  Jackson 
John  Forrest,  M.D. 


OSTEOPOROSIS 


R.  Meckelnburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 
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THE  NEWLY  APPROVED  MEDICAL  ASSOCIATION  TRUSTS 

(Summit  Bancorporation,  Trustee) 

(CoreStates  Bank,  Trustee) 

* V.E.B.A.  PLAN 

FEATURES 


TAX 

DEDUCTIBLE 
CONTRIBUTIONS 
TO  AN 

I.R.S.  APPROVED 
TRUST 

EVEN  IF. . . 

• YOUR  PENSION  PLAN  IS  OVER  FUNDED 

• YOUR  PENSION  PLAN  IS  MAXIMUM  FUNDED 

• YOU  HAVE  NO  PENSION  PLAN 


PLEASE  SEND  ME  A copy  of  the  I.R.S.  "Favorable  Letter  of  Determination" 
and  other  relevant  information  on  your  *V.E.B.A.  Plan 


NAME 

ADDRESS 

DATE  OF  BIRTH TELEPHONE  # ( ) 

Mail  to:  THE  KIRWAN  COMPANIES 
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ON  BEING  A DOCTOR 


Core  Curriculum 


Jeffrey  A.  Katt,  M.D. 


We  all  have  had  one  patient  we  never  forget. 
For  me,  that  patient  was  Helen.  I was  in  my 
fourth  month  of  internship  and,  like  many  of 
my  colleagues,  had  doubts  concerning  my  ca- 
reer choice  of  internal  medicine.  It  seemed  my 
patients  never  improved  and  were  bouncing  in 
and  out  of  the  hospital  on  a monthly  basis.  Yes, 
there  was  the  occasional  young  patient  with 
pneumonia  who  made  a complete  recovery,  but 
it  seemed  that  the  patients  I was  most  familiar 
with,  those  with  chronic  lung  disease  or  conges- 
tive heart  failure  or  diabetes  or  cancer,  would 
often  show  only  modest  improvement,  an  im- 
provement that  seemed  to  last  for  less  time  with 
each  successive  hospitalization.  I was  chroni- 
cally tired  and  irritable,  and  I began  to  wonder 
what  the  reason  for  this  futility  might  be.  It  was 
at  this  point  that  Helen  came  into  my  life. 

It  was  my  First  day  on  the  oncology  service, 
a rotation  I had  been  dreadingfor  weeks.  Helen 
was  my  first  assigned  patient.  She  had  been 
fighting  a long,  arduous  battle  against  breast 
cancer,  with  multiple  recurrences  and  repeated 
courses  of  chemotherapy.  She  came  to  the  emer- 
gency room  with  fever,  hemolytic  anemia, 
fluctuating  neurologic  signs,  and  severe 
thrombocytopenia.  She  had  thrombotic 
thrombocytopenic  purpura.  Because  my  ser- 
vice wasn’t  very  busy,  I found  myself  spending 
a great  deal  of  time  with  Helen.  She  had  re- 
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cently  moved  to  our  locale  after  the  death  of  her 
husband  and  had  no  friends  or  relatives  in  the 
area,  no  one  to  visit  her.  Helen  was  an  excep- 
tionally intelligent,  courageous  human  being 
and  always  maintained  her  sense  of  humor. 
She  understood  her  disease  andfrequently  asked 
direct,  specific  questions  about  her  prognosis, 
questions  I found  difficult  to  answer.  We  dis- 
cussed her  “code  status”  often,  usually  at  her 
request.  She  was  determined  to  live  her  life  as 
fully  as  possible  for  as  long  as  possible,  despite 
her  deteriorating  condition. 

As  the  weeks  went  by  Helen  and  I came  to 
understand  each  other.  If  it  was  a quiet  night  on 
call,  I would  stop  by  her  room  to  play  cards.  I 
asked  about  her  past,  learned  about  a previous 
brush  with  death  after  an  automobile  accident 
in  which  her  son  was  killed,  her  long  career  as 
a college  professor,  and  the  sudden  and  tragic 
recent  death  of  her  husband.  I began  to  respect 
Helen,  to  admire  her,  and,  even  more,  to  like 
her. 

Helen’s  condition  worsened.  She  became 
confused.  I could  not  raise  her  platelet  count. 
One  day  in  the  midst  of  this,  Helen  begged  me 
not  to  let  her  die.  I felt  helpless,  guilty,  knowing 
there  was  absolutely  nothing  I could  do.  The 
next  day  she  asked  her  nurse  to  have  me  stop  by 
again.  She  had  changed  her  mind.  She  had  had 
enough;  she  did  not  want  her  life  prolonged  in 
any  way  should  she  continue  to  grow  worse. 
The  next  day  I confirmed  her  decision  and 
reassured  her  that  it  was  the  right  decision 
considering  her  stage  of  the  disease.  It  was  the 
first  time  I had  seen  Helen  cry. 
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Three  nights  later,  on  call,  I was  summoned 
to  Helen’s  room.  She  was  short  of  breath,  dia- 
phoretic, and  coughing.  Each  cough  produced 
dark  clots.  Her  chest  x-ray  suggested  massive 
pulmonary  hemorrhage,  and  I knew  that  Helen’s 
time  had  come.  I sat  at  the  bedside  holding  her 
hand.  She  looked  remarkably  calm  and  ac- 
cepting. She  turned  slowly  to  her  nightstand 
and  removed  an  envelope  from  the  drawer. 
“Read  it  later,”  she  said  as  she  smiled  weakly, 
handing  it  to  me.  Over  the  next  hour,  still 
holding  her  hand,  I watched  as  she  drifted  in 
and  out  of  consciousness  and  eventually  stopped 
breathing.  I pronounced  her  dead.  The  entire 
scene  seemed  to  me  strangely  surrealistic. 

I returned  to  the  on-call  room  and  opened 
the  envelope.  Her  letter  thanked  me  for  my  care 
and,  more  important,  for  my  friendship,  for 
caring  about  her.  She  was  especially  grateful 
for  the  kindness,  respect,  and  friendship  she 
had  felt  from  me.  I realized  that  that  way  of 
treating  her  was  the  only  aspect  of  her  care  that 
had  come  with  little  effort  and  also  the  only 
aspect  of  her  care  never  mentioned  or  encour- 
aged on  my  daily  teaching  rounds.  I saved  the 
letter,  carried  it  in  my  pockets  for  weeks.  It  was 
the  first  time  I cried  over  the  death  of  a patient. 

I’ve  never  forgotten  Helen.  She  has  changed 
the  way  I view  patients.  From  her  I learned  that 
curing  a disease  is  not  always  the  most  impor- 
tant aspect  of  the  doctor/patient  relationship. 
Patients  visit  their  doctors  for  many  reasons, 
sometimes  for  emotional  support  or  kindness, 
for  empathy  and  for  openness,  far  more  ther- 
apeutic than  medications.  Few  things  are  more 
edifying  than  a patient  who,  despite  having  a 
deteriorating  medical  condition,  seems  to  enjoy 
coming  to  the  office.  Since  Helen,  I treat  all  my 
patients  with  trust  and  respect,  or  try  to,  and 
perhaps  more  importantly,  I treat  them  as 
equal  human  beings.  And  on  those  days  when 
practice  is  especially  difficult,  when  there  seems 
no  reward,  I read  Helen’s  letter  again  and 
remember  that  it  is  possible,  no  matter  what 
the  outcome,  to  make  a difference  in  the  life  of 
a patient. 


BRANDYWINE  IMAGING  CENTER,  L.P. 


A Diagnostic  Imaging 
Center  for  Women 


A women's  diagnostic  imaging  center, 
combining  state-of-the-art  technology  with 
personalized  attention  and  instruction. 
Our  professional  staff  includes  a specialist  in 
diagnostic  services  for  high  risk  obstetrical 
management  patients. 


Line-dose  state-of-the-art  film  screen  Mammograph 
OB/gyn  Ultrasound 


Osteoporosis  screening 

Breast  aspiration  of  solid  and  cysdc  masses  under 
ultrasonic  guidance 

Educational  videotapes  and  models 

Instruction  in  breast  self-examination 

Separate  and  [viiate  suites  for  testing 


Brandywine  Imaging  Center  also  provides  General  Radioing 
and  Ultrasound  services  in  an  adjacent  suite. 


RADIOLOGY  CONSULTANTS: 
Rita  Gottesman,  M.D.  -Medical  Director 
Christine  Dietrich,  M.D. 


BRANDYWINE 


I M AGING 


CENTER,  L.P. 


HOURS: 

Mon.  to  Thurs.  - 8am  - 6pir 
Friday  - 8am  - 5pm 
Saturday  - By  appointment 

701  Foulk  Road,  Suite  El 
Foulk  Plaza 

Wilmington,  DE  19803 

(302)  654-5300 

Accredited  by  the  American  College 
of  Radiology 
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BOOK  REVIEW 


Doctors  And  Their  Feelings,  Benjamin  Moaz, 
Stanley  Rabinowitz,  Michael  Herz  and  Hava 
E.Katz,  Praeger  Publishers,  Westport,  CT,  1992, 
151pp.,  $47.95. 

The  authors  of  this  book  are  a psychiatrist, 
a psychologist,  a family  physician,  and  a social 
worker  family  therapist.  They  are  all  teachers 
in  the  Department  of  Family  Medicine  Resi- 
dency Program  at  the  Sackler  School  of  Medi- 
cine of  Tel  Aviv  University,  Israel.  In  addition, 
they  are  all  actively  practicing  clinicians. 

This  book  attempts  to  “—focus  on  problems 
that  are  part  of  the  intense  and  close  relation- 
ship between  doctor  and  patient  and  to  help  the 
physician  understand  the  dynamics  involved. - 
- When  caring  for  a patient,  the  doctor  must 
remain  aware  of  his  or  her  own  personal  expe- 
riences and  beliefs  that  may  influence  that 
care.”  The  book  is  concerned  with  interpersonal 
communications  in  the  doctor-patient  encoun- 
ters of  primary  care  physicians;  it  focuses  on 
the  doctors’  feelings  as  individual  physicians 


and  as  members  of  the  society  at  large.  It  aims 
to  enable  physicians  to  help  patients  through 
the  crises  of  everyday  life  by  adapting  some  of 
the  concepts  of  psychotherapy  to  the  10  or  15 
minute  office  consultation.  To  do  this,  doctors 
must  constantly  be  alert  to  and  sympathetic 
with  their  patients’  psychological  problems.  “The 
doctors’  mandate  goes  beyond  clinical  diagno- 
sis. It  depends  on  how  wide  their  life  experience 
is,  how  well  they  can  empathetically  witness, 
and  how  much  they  emotionally  dare  to  care.”. 
The  authors  have  avoided  making  this  book  a 
dry  didactic  manual  by  illustrating  each  and 
every  point  with  a clinical  vignette  taken  from 
actual  doctor-patient  encounters.  This  trans- 
forms the  book  to  a living  thing,  and  makes  it  a 
good  choice  for  the  bookshelf  of  every  primary 
care  resident  and  every  practicing  primary 
care  physician.  It  can  be  ordered  directly  from 
the  publisher  by  dialing  800/225-5800. 

David  Platt,  M.D. 


R.  Meckelnhurg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 
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DBA  COLLECTION 

AND  ADMINISTRATIVE  SERVICES,  INC. 
The  Medical  Collection  Specialists 


Featuring: 

❖ Completely  Automated  Systems 

❖ Hard  Copy  or  Tape  Transfer  of  Accounts 

❖ Custom-Tailored  Programs  for  Each  Client 

❖ Precollect  Sendees 

❖ Complete  Monthly  Reports 

❖ Credit  Reporting 

❖ Free  Accounts  Receivable  Consultations 

❖ On-Site  Systems  Programming 

❖ Billing  of  All  Third-Party  Payers 


Providing  Services  for: 

❖ Ambulance  Sendees 

❖ Anesthesiology 

❖ Dentists 

❖ Dermatology 

❖ Emergency  Room  Physicians 

❖ Endocrinology 

❖ Family  Practices 

❖ Gynecology 


Hospitals 

MRI  and  CAT  Scan  Facilities 

Nuclear  Medicine 

Oncology 

Ophthalmology 

Pathology 

Radiology 

Surgery 


Members  of: 

❖ American  Collectors  Association  (ACA) 

❖ ACA  Healthcare  Clients'  Sendees  Program 

❖ Eastern  Seabord  Collectors  Association,  Inc. 


For  more  information,  please  contact  Karen  A.  Carello  at 

(302)  479-5282 


We  are  just  the  kind  of  medicine 
that  your  delinquent  collections  need! 


AUXILIARY  ACTIVITIES 


Auxiliary  President  Sue  Saliba’s  inaugural 
address  at  the  state  convention,  Dover,  Del.  on 
May  21,  1992. 

As  active  auxilians,  you  already  know  about  the 
challenges  that  face  medicine.  You  have  helped 
in  your  community  health  projects;  you  have 
gone  to  Capitol  Hill  to  meet  with  your  legisla- 
tors; you  have  raised  funds  for  AMA-ERF;  and 
you  are  constantly  inviting  new  members  to 
join.  The  challenges  are  here  as  they  were  70 
years  ago,  but  they  are  even  greater  now. 

As  a volunteer  in  social  work,  I see  the 
many  needs  and  demands  of  our  society;  and  I 
can  also  see  the  difference  one  person  can 
make.  This  year,  I would  like  to  focus  on  women’s 
health:  physical,  mental  and  emotional. 

In  my  years  of  volunteerism,  I have  had 
first  hand  experience  with  victims  of  domestic 
violence.  I feel  strongly  about  issues  concerning 
women  and  children.  In  this  country,  a woman 
is  being  battered  every  18  seconds.  Women 
need  to  be  empowered  so  they  can  take  control 
of  their  lives  and  break  the  cycle  of  violence. 

In  response  to  the  AMA’s  call  against  do- 
mestic violence,  I would  like  to  work  with  the 
Medical  Society  and  concerned  groups  to  re- 
duce violence  in  our  community.  We  need  to 
provide  education,  physician  resources,  and 
victim  support. 

Of  equally  deep  concern  is  women’s  physi- 
cal health.  One  in  nine  women  will  get  breast 
cancer  at  some  point  in  her  life.  It  is  the  second 
leadi  ng  cause  of  death  among  women  and  Dela- 
ware has  one  of  the  highest  breast  cancer  rates 
in  the  country. 

I can  still  hear  the  pleading  voice  of  Mrs. 
Louis  Sullivan,  wife  of  the  secretary  of  Health 
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and  Human  Services,  emphasizing  the  impor- 
tance of  mammography  for  early  detection.  We 
will  be  working  with  the  Cancer  Society,  the 
Medical  Society,  and  hospitals  to  provide 
mammograms  to  at-risk  and  underprivileged 
women. 

I would  like  to  interject  at  this  point  some- 
thing about  networking,  one  aspect  of 
volunteerism  that  I find  very  attractive.  Net- 
working with  existing  organizations  gives  us 
exposure  in  the  community  and  costs  only  time 
and  very  little  money.  One  can  pursue  several 
interests  with  limited  involvement. 

On  the  legislative  front,  we  need  to  be  alert 
and  stay  informed  about  upcoming  bills  affect- 
ing medicine.  We  should  take  part  in  decisions 
that  may  affect  our  lives,  otherwise;  someone 
else  will  make  them  for  us.  We  must  also  sup- 
port AMPAC  so  that  we  can  have  a strong  voice 
in  Washington,  D.C. 

The  mini-internships  program  which 
started  this  springproved  very  successful.  They 
fostered  good  relationships  between  legislators 
and  physicians.  It  provided  legislators  with  an 
insight  of  the  daily  practice  of  medici  ne.  We  will 
continue  to  work  with  the  Medical  Society  to 
expand  this  program  so  that  every  legislator 
can  spend  a day  in  a physician’s  office. 

AMA-ERF  fund  raisers  will  be  exciting  this 
year.  Lyzbeth  and  Jane  have  some  wonderful 
ideas  in  store  for  us.  I can't  wait.  As  you  know, 
the  AMA-ERF  has  four  basic  funds: 

1.  The  Medical  School  Excellence 
Funds 

2.  The  Medical  Student  Assistance 
Fund 

3.  The  Development  Fund 

4.  Categorical  Research  Funds 
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The  AMA-ERF  is  the  American  Medical  Asso- 
ciation Education  and  Research  Foundation 
and  is  the  only  philanthropic  foundation  spon- 
sored by  the  AMA.  Physicians  depend  on  our 
support. 

Now,  lastly  but  probably  the  most  impor- 
tant areas  of  focus,  is  membership.  Without 
membership  support,  we  wouldn’t  be  able  to 
pursue  any  of  our  goals.  Each  auxilian  is  com- 
mitted to  the  membership  drive.  We  need 
every  one’s  involvement  in  recruiting  new  mem- 
bers and  retaining  old  ones.  We  need  to  be  a 
strong  voice  and  force  in  anything  we  do. 


Paid  Advertisement 

Home  for  Sale 

Because  I have  taken  a position  in  Dover  and 
may  tire  of  the  40-mile  daily  commute,  I plan 
to  relocate  south  so  am  selling  my  home  on 
eight  acres  of  partly  wooded  land  outside 
Newark.  The  property  is  beautiful,  park-like, 
secluded,  suitable  for  raising  a few  animals, 
but  entails  some  physical  work  to  maintain. 
The  location  is  private  but  not  stylish  (neither 
am  I),  backs  on  1-95,  is  convenient  to  Del.  and 
Md.  turnpike  entrances  and  all  activities  of 
Newark.  The  home  i tself  is  sound,  20  years  old, 
confortable  but  not  lavish,  4BR,  2 1/2  baths, 
etc.,  with  in-ground  (Anthony)  pool,  green- 
house, outbuildings  (need  attention).  Price  di- 
rect, low  $200,000's. 

E.  Wayne  Martz,  M.D. 
302/366-8887 


cf.se  oi 


HOLIDAY  CARD  SHARING 

Join  the  holiday  spirit  of  the  AMA-ERF  (American 
Medical  Association  - Education  Research  Fund) 
Sharing  Card  Project. 

An  elegant  card  is  sent  to  all  participating  physicians 
and  spouses  with  the  donors'  names  inscribed. 


AMA-ERF  donations  are  100%  tax  deductible 
bio  labor  is  involved  on  your  part. 

Your  donation  to  AMA-ERF  goes  to  DIMER 
(Delaware  Institute  for  Medical 
Education  and  Research.) 


Please  make  your  check  payable  to  AMA-ERF  in  the 
amount  of  $25  (or  more),  no  later  than  December  9. 


Jane  Frelick 

1018  Overbrook  Road 

Wlimington,  DE  19807-2236 


Lysbeth  Arellano 
1 Pheasant  Lane 
Wyoming,  DE  19934 
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EDITORIAL 


Advance  Directives 


It  is  almost  200  years  since  Thomas  Robert 
Malthus  published  his  Principle  of  Population 
(1798),  in  which  he  observed  that  population 
grows  geometrically  but  supplies  for  sustenance 
gTOw  arithmetically,  thereby  predicting  doom 
for  mankind  unless  population  growth  is  con- 
trolled. In  grade  school  I was  taught  that 
Malthus  erred  because  science  had  found  ways 
to  increase  food  production  geometrically  also. 
However,  it  has  since  become  very  clear  that 
Malthus  was  right,  even  though  most  of  the 
time  we  choose  to  ignore  his  warnings.  Disaster 
has  only  been  postponed;  not  eliminated. 

Population,  however,  is  not  the  only  thing 
that  grows  asymptotically.  So  does  scientific 
progress,  and,  more  specifically,  medical  scien- 
tific progress.  This  in  turn  drives  social  change 
and  changes  in  the  way  we  must  practice  medi- 
cine. We  as  physicians  are  caught  in  the  middle, 
trying  to  live  up  to  the  old-fashioned  concept 
the  public  has  of  what  a doctor  should  be,  and 
the  mandates  of  the  courts  and  the  legal  struc- 
tures within  which  we  must  operate,  as  well  as 
our  own  concept  of  what  constitutes  good  care. 

There  are  of  course  many  areas  of  change 
that  can  trap  us,  but  one  that  seems  to  be 
especially  relevant  is  the  way  we  care  for  our 
elderly.  When  I was  a boy,  my  grandfather  lived 
in  our  home.  He  had  mild  to  moderate 
Parkinson’s,  and  as  a widower,  was  unable  to 
care  for  himself.  The  alternative  would  be  the 
“county  home”  or  “poor  farm,”  and  that  would 
be  an  unthinkable  disgrace  for  anyone  with  a 
family  that  cared  at  all.  It  was  great  for  us  kids 
because  grandad  could  spend  time  with  us;  time 
that  our  busy  parents  didn’thave  to  spare.  Now 
retirement  home  and  long-term  care  facilities 
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are  the  order  of  the  day  and  of  the  future,  and 
with  the  good  care  that  most  provide,  five  to  15 
years  in  a nursing  home  is  not  unusual.  The 
average  age  at  entry  is  about  78  or  79,  and  the 
cost  to  society  is  enormous.  It  is  this  segment  of 
our  society  that  is  primarily  responsible  for  the 
phenomenal  increases  in  total  health  care  costs 
that  we  are  experiencing,  yet  no  sane  politician 
dares  to  stand  up  to  the  AARP  and  this  voter 
segment.  All  sorts  of  foolish  laws  are  passed 
relating  to  these  people,  usually  based  on  the 
assumption  that  they  are  sane.  Legally  they 
probably  are,  in  that  they  can  distinguish  right 
from  wrong  and  adhere  to  the  right,  but  in 
judgement  and  other  areas,  many  are  sadly 
deficient.  My  stepfather  at  87  insisted  on  driv- 
ing, but  often  forgot  where  he  parked  his  car  at 
the  mall,  or  got  lost  on  his  way  back  to  the  home. 
In  another  case,  I recall  one  dear  old  soul  in  a 
nursing  home  who  repeatedly  found  a phone 
that  was  not  in  use  and  dialed  911  to  scream 
that  she  was  being  held  against  her  will.  The 
firstfew  times  this  happened  the  police  arrived 
at  the  nursing  home  with  flashing  lights  and 
blaring  sirens. 

Families  get  upset  if  their  parent  is  re- 
strained but  also  may  sue  if  lack  of  restraint 
leads  to  falls  and  fractures.  Hematomas  due 
primarily  to  fragile  skin  and  blood  vessels  are 
misinterpreted  by  overzealous  ombuds-persons 
as  indications  of  physical  abuse.  And  the  more 
neglectful  the  family,  the  greater  the  guilt,  and 
therefore,  the  greater  the  outcry  when  some- 
thing goes  awry. 

And  now,  interposed  into  this  precarious 
environment  is  the  “advance  directive.”  These 
were  developed  as  an  outgrowth  of  the  living 
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will  and  the  power  of  attorney  for  health  care  in 
an  attempt  to  avoid  misunderstandings  be- 
tween patients’  families  and  health  care  per- 
sons. Their  danger  is  that  they  create  a feeling 
that  things  have  been  resolved  and  agreed 
upon.  They  may  have  helped,  but  they  have 
certainly  not  resolved  the  problem  as  evidenced 
by  the  frequency  of  the  complaints  against 
doctors  for  either  being  overly  zealous  or  ne- 
glectful; more  frequently  the  latter.  According 
to  the  law,  neglect  of  patients  is  grounds  for 
revoking  a license.  Between  10  and  15  percent 
of  all  complaints  to  the  Delaware  Board  of 
Medical  Practice  concern  this  problem,  and  it  is 
a difficult  one  to  resolve.  It  evolves  in  one  of 
three  ways.  A patient  and  family  file  a formal 
signed  statement  that  they  want  no  unusual 
measures  taken  to  prolong  life.  Then,  one  night 
something  happens  — a stroke,  a myocardial 
infarct,  pneumonia.  The  patients  dies.  A close 
relative  from  Kalamazoo,  previously  unknown 
to  the  doctor,  shows  up  and  raises  hob,  saying  in 
essence,  “I  never  agreed  to  that  directive.” 
Maybe  they  can’t  win  a lawsuit,  but  they  can 


make  things  mighty  uncomfortable.  Alterna- 
tively, the  night  nurse  calls  the  doctor,  can’t 
reach  him  or  her,  so  plays  it  “safe,”  calls  911  and 
sends  the  patient  to  emergency.  They  are  virtu- 
ally required  to  make  an  all-out  effort,  and 
you’ll  be  lucky  if  the  patient  is  back  in  the 
nursing  home  in  three  days,  $5,000  to  $10,000 
lighter.  Most  often  it  happens  that  the  patient 
lingers  a few  days  or  a week,  then  dies.  Some 
time  later  the  family  complains.  “We  did  want 
oxygen  and  antibiotics.  We  did  expect  daily 
physician  visits.  We  just  didn’t  want  a respira- 
tor, a gastrotomy  tube  or  by-pass  surgery.”  The 
misunderstanding  arose  from  the  multiplicity 
of  family  members  and  the  manifest  impossibil- 
ity of  the  doctor’s  fulfilling  all  their  expecta- 
tions. 

So  with  your  elderly  patients  in  nursing 
homes  or  retirement  health  care  units,  take  the 
time  to  get  to  know  them  and  their  families. 
Advance  directives  are  fine  as  far  as  they  go, 
but  you  need  to  go  farther  and  understand  your 
families. 

E.  Wayne  Martz,  M.D. 


Master  Care c Fays  ‘ Tribute . . . 

Frank  Barry  passed  away  on  May  21,1 992.  And  although  the  death  of  a client 
is  not  the  least  bit  uncommon  in  the  home  health  care  business,  Mr.  Barry  was 
no  common  man.  Frank  may  not  be  widely  known  for  risk  taking,  but  he  sure  took 
one  with  us.  As  the  head  of  Social  Work  at  Riverside  Hospital,  he  listened  to  the 
sales  pitch  of  a medical  equipment  supplier  one  spring  day  in  1984  who,  at  the 
time,  had  yet  to  provide  his  first  product.  He  liked  what  he  heard  and  decided  to 
take  a chance  — to  give  this  unknown  entity  a try  — to  entrust  the  well  being 
of  his  patients  to  a stranger. 

If  it  weren’t  for  the  likes  of  Frank  Barry,  Master  Care  would  probably  not 
exist  today.  When  all  the  others  said,  “Oh  there’s  enough  suppliers  in  town,”  or,  “I’m  happy  with 
my  current  supplier,”  Frank  said,  “how  will  you  be  different?  What  can  you  do  the  other’s  can’t?” 

1 guess  we  showed  him  because  he  has  been  our  strongest  supporter  ever  since. 

Frank  Barry  lived  not  only  as  a referral  source  to  Master  Care,  but  also  an  inspirational 
source  of  what  can  be  accomplished  when  you  give  something  your  all  and  people  trust  you  and  take 
a chance  with  you.  And  he  died  as  a client  as  so  many  do  in  this  business.  But  although  he  is  gone,  I 

he  will  not  be  forgotten.  We  owe  our  jobs,  our  success,  our  happiness  — to  Frank  Barry. 


(302)  368-5300  medical  equipment  and  services 


(609)  299-3224 
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Physical  therapists  presented  House  Bill  93 
that  would  limit  the  practice  of  physicians  li- 
censed to  practice  medicine  and  surgery, 
chiropractic,  dentistry,  podiatry  and  any  nurses 
licensed  in  the  state  of  Delaware.  The  law 
presented  states:  “Physical  therapy  of  any  indi- 
vidual shall  be  administered  only  by  a licensed 
physical  therapist.”  The  legal  definition  of  physi- 
cal therapy  in  the  Delaware  law  is:  “Physical 
therapy  means  the  evaluation,  instruction  or 
treatment  of  any  person  to  detect,  assess,  pre- 
vent, correct,  alleviate,  or  limit  physical  dis- 
ability from  injury  or  disease  and  any  other 
physical  and/or  mental  condition,  by  the  utili- 
zation of  the  effective  properties  of  physical 
measures,  activities  and  devices  such  as  heat, 
cold,  light,  air,  water,  sound,  electricity,  mas- 
sage, mobilization,  therapeutic  exercises  and 
rehabilitative  procedures  including  training  in 
functional  activities,  with  or  without  assistive 
devices.  Physical  therapy  also  includes  the  su- 
pervision of  physical  therapy  activities,  physi- 
cal therapy  consultation  and  the  establishment 
and  modification  of  physical  therapy  programs. 
Physical  therapy  shall  not  include  radiology, 
surgery,  drugs  or  authorize  the  medical  diagno- 
sis of  disease.”  No  longer  will  any  other 
healthcare  practitioner  be  able  to  treat  with 
any  modalities  as  described  in  the  physical 
therapy  definition,  by  law. 

Physical  therapy  has  always  been  a generic 
term  used  by  healthcare  practitioners  for  the 
treatment  of  pain,  disease  or  injury  by  physical 
means.  The  physical  therapists  have  already 
passed  a law,  without  the  knowledge  of  the 
healthcare  professions,  prohibiting  any  physi- 
cians or  nurses  from  supervising  an  athletic 
trainer.  The  present  law  states:  “The  athletic 


trainer  may  also  provide  first  aid  in  the  clinical 
setting  all  treatment  by  the  athletic  trainer  in 
a clinical  setting  must  be  performed  while  un- 
der the  direct,  on-site  supervision  of  a physical 
therapist.  The  athletic  trainer  in  a clinical 
setting  may  not  independently  initiate,  modify 
or  discharge  a patient’s  program.”  The  law  also 
states  that:  “All  treatments  for  injuries  to  ath- 
letes require  a physician’s  referral,  except  for 
minor  sprains,  strains  and  contusions,  first  aid 
excluded.”  This  means  a physician  can  treat  a 
problem  referred  by  an  athletic  trainer,  but  the 
physician  can  not  supervise  an  athletic  trainer 
in  the  treatment  or  prevention  of  the  problem. 
By  law  only  the  physical  therapist  can  super- 
vise. 

Several  years  ago  the  physical  therapists 
had  a law  passed  that  a physician  could  not  hire 
a physical  therapist;  however,  a physical  thera- 
pist by  law  can  hire  a physician.  In  House  Bill 
93,  physical  therapists  will  be  able  to  treat  with 
or  without  a physician’s  referral.  The  proposed 
law  states  “A  licensed  physical  therapist  may 
enter  a case  for  the  purpose  of  consultation, 
evaluation  or  treatment  of  an  individual  as  it 
relates  to  the  individual’s  need  for  physical 
therapy  services,  with  or  without  a referral  by 
a licensed  medical  or  osteopathic  physician; 
provided,  however,  that  a physical  therapist 
shall  refer  the  individual  to  another  health 
practitioner  if  symptoms  are  present  for  which 
treatment  is  outside  the  scope  of  his  knowledge. 
Physical  therapy  treatment  of  any  individual 
shall  be  administered  only  by  a licensed  physi- 
cal therapist. 

Treatment  by  a physical  therapist  may  also 
occur  based  on  a referral  from,  or  in  consulta- 
tion with,  alicensed dentist,  podiatristor chiro- 
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praetor  for  a condition  within  the  scope  of  their 
respective  practices.  This  bill  was  further 
amended  stating:  “A  physical  therapist  may 
treat  an  individual  without  a referral  up  to  90 
days  after  which  time  a physician  must  be 
consulted.”  This  would  mean  that  physical  thera- 
pists would  be  able  to  treat  up  to  90  days 
withouthaving  to  determine  whether  any  path- 
ology exists.  This  would  establish  the  standard 
of  practice  for  physical  therapists  and  their 
liability  would  be  almost  nil.  Since  they  do  not 
diagnose,  they  cannot  be  held  accountable  for 
any  delay  in  propor  treatment  of  a pathology  or 
missing  a diagnosis. 

The  physical  therapists  said  that  they  were 
concerned  about  physician  control  over  them. 
Ironically,  what  they  have  accused  the  physi- 
cians of,  they  have  accomplished  by  law,  for 
only  they  can  supervise  an  athletic  trainer.  The 
physical  therapists  have  methodically  not  only 
changed  their  law  to  become  entirely  indepen- 
dent but  also  to  restrict  all  other  healthcare 
professions  from  practicing  modalities  which 
are  part  of  the  practices  of  medicine,  osteopa- 
thy, chiropractic,  dentistry,  podiatry  and  nurs- 
ing. It  is  important  that  each  healthcare  prac- 
titioner tell  their  patients,  representatives  and 
senators  what  is  occurring.  This  bill  has  al- 
ready passed  the  House  of  Representatives  once. 

Name  withheld  by  request 


1 -800-464- H E L P 
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The  American  Cancer  Society 
can  send  you  information  on 
healthy  eating.  For  a free  bro- 
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If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant 
information  to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE  19806- 
2166.  Information  must  be  received  by  the  first  of  the  month,  two  months  before  publication. 

Physicians'  Health  Committee 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physicians'  Health  Committee 
wishes  to  help.  Please  call  302/654-1001.  All  actions  of  the  Physicians'  Health  Committee  are 
confidential,  and  the  identity  of  the  reporter  will  not  be  disclosed. 

CHAMPUS  Won't  Accept  Old  HCFA  Form 

CHAMPUS  claims  processors  will  not  accept  obsolete  versions  of  the  HCFA  1500/CHAMPUS  501 
claim  form  from  providers  of  care  after  December  31,  1992.  Obsolete  forms  are  those  dated  earlier 
than  December  1990.  Versions  of  the  form  dated  before  December  1990  will  be  accepted  by 
CHAMPUS  contractors  only  through  December  31,  1992,  regardless  of  when  the  services  listed  on 
the  form  were  provided.  Claims  received  after  the  end  of  the  year  on  the  obsolete  forms  will  be 
returned  with  a letter  saying  that  they  must  be  resubmitted  on  a HCFA  1500  dated  December  1990 
or  later. 

Wilmington  Doctor  Honored  By  Peers 

Garth  A.  Koniver,  M.D.,  of  Wilmington,  has  been  named  as  a fellow  of  the  American  College  of 
Radiology  (ACR).  The  announcement  was  made  duringthe  ACRannual  meetingheld  September  12- 
lb,  1992,  in  Phoenix,  AZ.  Selected  for  his  outstanding  contributions  to  the  field  of  radiology,  Dr. 
Koniver  was  named  as  one  of  144  new  fellows  by  the  College’s  Board  of  Chancellors. 

Fellowships  in  the  College  are  awarded  to  members  for  significant  scientific  or  clinical  research 
in  the  field  of  radiology  or  significant  contributions  to  its  literature.  Criteria  for  selection  also 
include  performance  of  outstanding  service  as  a teacher  of  radiology,  service  to  organized  medicine 
and  an  outstanding  reputation  among  colleagues  and  the  local  community  as  a result  of  long-term 
superior  service. 

ACR  is  a national  organization  serving  some  28,000  radiologists,  radiation  oncologists  and 
radiological  physicists,  with  programs  focusing  on  the  practice  of  radiology  and  the  delivery  of 
comprehensive  radiological  health  services. 

Annual  Infectious  Disease  Symposium 

The  30th  Annual  Infectious  Disease  Symposium  will  be  held  May  4 through  7, 1992  at  the  Delaware 
Academy  ofMedicine,  1925  Lovering  Ave.,  Wilmington  and  will  be  sponsored  by  the  Medical  Center 
of  Delaware  and  the  Delaware  Academy  ofMedicine.  For  more  information  contact  William  J. 
Holloway,  M.D.,  director  of  the  Infectious  Disease  Research  Laboratory,  by  writing  Medical  Center 
of  Delaware,  501  West  14th  Street,  Wilmington  DE  19899.  Or  call  302/428-2744. 
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Survey  Reveals  Opinions  on  Problems  Facing  Health  Care 

Seventy-two  percent  of  Americans,  an  increase  of  8 percent  from  only  one  year  ago,  think  the  cost 
of  medical  care,  insurance  or  medications  is  the  main  problem  facing  the  U.S.  health  care  system, 
according  to  a study  by  The  Gallup  Organization.  Public  survey  results  are  based  on  1,5 14  telephone 
interviews  with  randomly  selected  adults,  conducted  by  Gallup  between  January  23  and  February 
17,  1992.  The  margin  of  error  is  plus  or  minus  2.5  percent  on  questions  asked  of  all  respondents. 

The  study,  “Public  Opinion  on  Health  Care  Issues,”  revealed  that  even  many  insured  respon- 
dents feel  they  cannot  pay  the  cost  of  care.  While  72  percent  of  all  respondents  were  confident  they 
had  enough  money  or  insurance  for  routine  medical  costs,  55  percent  said  they  could  afford  a major 
illness.  Even  fewer,  35  percent,  were  confident  they  could  handle  the  financial  burden  of  long-term 
care.  In  addition,  22  percent  of  respondents  or  members  of  their  families  have  had  to  delay  medical 
treatment  because  of  cost  within  the  last  year.  Of  those  who  delayed  treatment,  55  percent  said  their 
conditions  were  at  least  somewhat  serious. 

While  respondents  named  cost  as  the  greatest  problem  in  health  care,  only  4 percent  named 
quality  of  care  as  the  main  problem. 

Twelve  percent  of  the  survey  respondents  report  they  are  uninsured.  Of  the  88  percent  who  are 
insured,  73  percent  are  covered  through  an  employer  and  25  percent  through  a government  program 
such  as  Medicare  or  Medicaid. 

About  6 1 percent  of  respondents  think  that  the  elderly  are  unable  to  obtain  needed  medical  care, 
and  71  percent  think  the  poor  cannot  get  the  medical  care  they  need. 

When  asked  about  various  proposals  to  reform  health  insurance,  nearly  equal  numbers  of 
respondents  preferred  requiring  individuals  (21  percent)  or  employers  (28  percent)  to  purchase 
insurance,  as  compared  to  government  financing  (48  percent)  of  national  health  insurance. 

A majority  of  respondents  (52  percent)  said  they  would  rather  pay  more  out  of  pocket  to  private 
doctors  and  hospitals  for  care  than  pay  higher  taxes  for  a government-based  system.  About  three- 
fourths  would  rather  pay  more  and  have  the  option  to  use  a particular  hospital  or  doctor  than  pay 
less  and  give  up  these  options.  In  addition,  80  percent  said  they  would  pay  out  of  pocket  for  routine 
care  if  they  were  confident  their  health  insurance  would  cover  more  expensive  long-term  and 
emergency  care. 

“Americans  definitely  want  reform,  but  they  do  not  want  it  at  the  expense  of  high-quality  care 
and  choice,”  said  James  S.  Todd,  M.D.,  AMA  executive  vice  president.  “The  AMA’s  reform  proposal, 
Health  Access  America,  builds  on  the  strengths  of  the  current  system  and  would  provide  everyone 
access  to  the  highest  quality  care  in  the  world.”  In  a separate  AMA  survey,  “Physician  Opinion  on 
Health  Care  Issues,”  physicians  gave  opinions  on  methods  for  controlling  costs.  The  1992  physician 
data  are  the  resultof  1,003  telephone  interviews  with  randomly  selected  U.S.  physicians.  Interviews 
were  conducted  by  Gallup  from  January  24  through  February  28,  1992.  Margin  of  error  on  questions 
asked  of  all  1,003  physicians  is  plus  or  minus  3. 1 percent.  Ninety-three  percent  said  reforming  the 
medical  liability  system  would  be  at  least  somewhat  effective,  and  84  percent  said  that  spending 
more  on  preventive  medicine  ultimately  would  be  effective  as  a means  of  containing  costs.  Sixty- 
seven  percent  answered  that  requiring  patients  to  pay  more  out  of  pocket  would  control  costs. 

Forty-six  percent  of  physicians  prefer  reforming  the  health  care  system  based  on  individually 
purchased  health  insurance;  34  percent  said  they  would  prefer  a system  of  employer-based 
insurance;  and  only  18  percent  said  they  would  prefer  government-financed  national  health 
insurance. 

Reprinted  from  Hawaii  Medical  Association  Newsletter,  June  1992. 
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Improved  Perinatal  Care  Does  Not  Reduce  Cerebral  Palsy  Rate 

Improved,  aggressive  perinatal  care  in  developed  countries  has  led  to  falling  perinatal  death  rates. 
It  was  hoped  that  the  incidence  of  cerebral  palsy  would  also  fall,  but  a large  Australian  study 
suggests  otherwise. 

Using  data  from  death  certificates  and  a regional  cerebral  palsy  register,  investigators 
calculated  the  rates  of  stillbirths,  neonatal  deaths  and  cerebral  palsy  from  1967  to  1985.  Stillbirth 
rates  fell  from  12.1  to  8. 1 per  1,000  births  during  this  period,  and  early  neonatal  mortality  fell  from 
13.0  to  4.4,  while  cerebral  palsy  rates  remained  at  about2  to  2.5.  Neonatal  death  rates  fell  in  all  birth- 
weight  categories  from  1975  to  1980,  the  period  for  which  birth-weight  data  was  available.  However, 
cerebral  palsy  rates  in  infants  with  birth  weights  under  1500  g increased  from  12.1  to  64.9. 

These  results,  which  are  similar  to  those  found  in  other  developed  countries,  suggest  that 
improved  perinatal  care,  including  increased  use  of  interventions  to  prevent  perinatal  asphyxia,  has 
improved  neonatal  survival  but  not  the  rate  of  cerebral  palsy.  In  low-birth-weight  infants  the  rising 
cerebral  palsy  rate  has  paralleled  the  improvement  in  survival.  One  explanation  for  this  finding  is 
that  low  birth  weight  and  cerebral  palsy  both  result  from  an  insult  that  occurs  well  before  birth.  We 
can  no  longer  assume  that  the  quality  of  perinatal  care  determines  the  risk  of  cerebral  palsy. 

Reprinted  by  permission  of  Journal  Watch,  Vo]  10,  August  1092. 
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PRESIDENT'S  PAGE 


Facing  the  Challenges  of  Health  Care 


It  is  a great  honor  and  with  great  pleasure  that 
I am  in  a position  to  write  my  first  President’s 
Page.  I feel  honored  to  follow  a tradition  of 
strong  leadership  for  organized  medicine  in  the 
state  of  Delaware.  From  my  earliest  exposure  to 
Medical  Society  activities  under  the  aegis  of 
Favel  Chavin  through  the  terms  of  Bill  Duncan, 
Ali  Hameli  and  Jim  Marvel,  I feel  that  I have 
studied  under  the  masters  of  organized  medi- 
cine in  the  state.  I hope  that  I can  continue  their 
tradition  of  strong  leadership. 

I want  to  outline  briefly  my  plans  for  the 
coming  year  and  the  crisis  facing  the  American 
health  care  system  as  I see  them.  I will  expand 
on  these  topics  as  the  year  progresses.  With  the 
substantial  changes  in  the  Medical  Society’s 
bylaws,  there  will  clearly  be  major  changes  in 
the  Society  in  the  coming  year.  From  my  van- 
tage point,  however,  I will  mostly  be  following 
through  with  the  plans  and  projects  of  my 
predecessors,  Drs.  Duncan,  Hameli  and  Mar- 
vel. The  one  specific  change  that  I will  be 
instituting,  initially,  is  that  of  attempting  to 
improve  upon  the  communications  between  the 
Board  of  Trustees  and  the  Society’s  commit- 
tees. There  will  be  quarterly  meetings  of  all 
committee  chairmen  and  the  officers  of  the 
Society  --  kind  of  a committee  on  committees. 
This  will  allow  committee  chairmen  to  let  the 
leadership  know  the  direction  that  they  would 
like  to  take  their  committees,  while  allowing 
the  officers  to  inform  the  chairmen  of  the  direc- 
tion that  the  Board  is  moving. 

With  regard  to  the  crisis  that  the  American 
health  care  system  is  facing,  I believe  that  it  is 
the  Society’s  duty  to  bring  the  problems  causing 
the  crisis  into  focus,  and  to  provide  the  forum 
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through  which  these  problems  can  be  solved.  In 
large  part,  the  problems  facing  our  profession 
in  one  way  or  another  have  to  do  with  the  over- 
regulation of  medicine.  The  over-regulation  that 
we  face  is  forcing  us  to  act  more  and  more  like 
business  people  to  the  detriment  of  our  calling 
as  physicians.  If  we  are  to  succeed,  we  must 
resist  these  pressures,  and  we  mustfightfor  the 
rights  of  our  patients  and  the  health  of  the 
public  at  large.  As  physicians,  we  must  strive  to 
maintain  our  role  as  the  supreme  advocates  for 
our  patients.  One  of  the  advocacy  positions  that 
is  new  to  our  generation  of  physicians  is  that 
not  only  must  we  advocate  for  our  patients  as 
individuals,  but  our  clinical  decisions  must  also 
be  made  in  the  context  of  the  effects  that  those 
decisions  will  have  on  the  population,  at  large. 

What  are  some  of  the  specific  challenges 
that  we  face?  As  I mentioned  above,  I believe 
that  the  most  pressing  challenge  facing  the 
profession  is  that  of  over-regulation.  Perhaps 
the  most  frustrating  aspect  of  over-regulation 
is  that  it  seems  to  be  coming  from  so  many 
different  directions,  multiple  agencies  of  gov- 
ernment (HCFA,  CLIA,  COBRA,  etc.),  dozens 
of  third-party  payors,  not  to  mention  the  old 
stand-by  JCAHO.  If  we  as  a Society,  and  through 
the  AMA,  can  achieve  some  level  of  cooperation 
and  commonality  of  regulations  by  these  groups, 
we  could  go  a long  way  toward  simplifying  the 
practice  of  medicine,  and  thus,  be  allowed  to 
focus  our  attention  on  patient  care. 

Another  major  problem  that  we  face  is  that 
of  assuri  ng  adequate  access  to  health  care.  As  a 
profession  and  as  Americans,  we  cannot  rest 
until  all  Americans  have  access  to  high-quality 
health  care  in  appropriate  settings.  The  Medi- 
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cal  Society  is  working  on  this  problem  on  a 
number  of  fronts.  The  VIP  program,  thanks  to 
Jim  Marvel,  will  go  a long  way  toward  provid- 
ing appropriate  access  for  Medicaid  and 
uninsured  patients.  The  Society  is  supportive 
of  the  second-generation  efforts  of  the  DIMER 
program  to  train  more  primary  care  physicians 
for  Delaware.  Finally,  the  Society  is  working 
with  groups  of  allied  health  professionals  that 
would  like  to  expand  their  responsibilities  to  be 
certain  that,  should  such  expansion  occur,  it 
will  be  cost  effective  and  under  appropriate 
physician  supervision. 

Rising  health  care  costs  is  another  obvious 
challenge  facing  our  profession.  Even  though 
physician  fees  make  up  only  about  16  percent  of 
the  health  cai;e  dollar,  we  are  viewed  as  being 
the  controlling  force  in  health  care  costs.  The 
public  fails  to  realize  that  we  have  no  control 
over  the  vast  majority  of  the  charges  that  are 
incurred  for  health  care  services.  Despite  this 
lack  of  control,  however,  we  must  assume  a 
leadership  role  is  assuring  that  the  American 
public  is  receiving  value  for  its  health  care 
dollar.  Thus,  we  must  actively  participate  in 
the  review  of  the  utilization  and  quality  of 
health  care  services  and  in  reducing  waste 
wherever  possible.  We  must  work  with  our 
state  and  national  governments  in  these  ef- 
forts. 

A final  challenge  that  we  must  address  is 
that  of  the  administrative  burdens  we  must 
bear  on  a daily  basis  in  our  practices.  Why  must 
each  of  the  third-party  payors  with  whom  we 
deal  use  different  sets  of  policies,  procedures 


and  forms  for  approving  and  reimbursing  the 
services  that  we  provide?  I have  asked  Dr.  Tony 
Cucuzzella  as  chairman  of  the  Medical  Eco- 
nomics Committee  to  attempt  to  bring  together 
the  major  third-party  payors  in  the  state,  in- 
cluding Pennsylvania  Blue  Shield  (as  the  car- 
rier for  Medicare),  in  an  attempt  to  get  those 
organizations  to  agree  to  a uniform  set  of  poli- 
cies, procedures  and  forms.  If  we  can  accom- 
plish this  level  of  cooperation,  I believe  that  our 
practice  overhead  could  be  reduced,  health  care 
costs  could  be  reduced,  and  our  efforts  toward 
caring  for  patients  would  be  greatly  enhanced. 
Another  initiative  that  we  shall  pursue  this 
year  is  to  attempt  to  have  Delaware  be  part  of 
HCFA’s  demonstration  project  which  will  at- 
tempt to  develop  a uniform  health  card  (the 
equivalent  of  a MasterCard  for  health  ser- 
vices). Such  a card  would  greatly  simplify  claims 
processing,  payments  and  inquiries. 

The  challenges  that  I have  outlined  (over- 
regulation, access,  cost  and  administration)  are 
formidable  ones.  To  turn  these  challenges  into 
successes  we  must  all  work  together  and  on 
multiple  fronts.  I hope  that  you  will  join  with 
me  in  the  coming  year  to  address  these  chal- 
lenges. I am  certain  that  as  a profession  we  can 
solve  these  problems  if  we  just  work  together. 

Thank  you  for  your  support,  and  I look 
forward  to  serving  as  your  president. 


Stephen  R.  Permut,  M.D. 
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DIAGNOSTIC  IMAGING  ASSOCIATES 


Unparalleled  service 

accuracy 
= convenience 


We  offer  state-of-the-art  body  imaging  at  ten  convenient  locations  with  a complete  range  of 
diagnostic  imaging,  including: 

High-field  MRI 

— — MR  Angiography  (Superior  1.5  Tesla  image  quality) 
Nuclear  diagnostic  studies  and  SPECT  imaging 
— CT  Scan 

Low-dose  mammography 
OB  and  general  ultrasound 

Fluoroscopy 

General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  acquired  special  Phased  Array  Coils  which  enable 
higher  resolution  imaging  of  any  body  part. 

Our  ten  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are  sched- 
uled promptly  and  treated  with  personal,  efficient  care. 

For  further  infonnation,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 


Diagnostic  Imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  K- 15  Omega  Professional  Center  • Newark  • 368-8150 

Omega  Medical  Center  K-15  0mega  Professional  Center  • Newark  • 368-5100 

Lindell  Radiology  Suite  1 1 - 1601  Milltown  Road  • Wilmington  • 995-2037 

Lindell  CT  Imaging  Suite  13-1601  Milltown  Road  • Wilmington  • 995-2037 

Brandywine  Imaging  Center  Suite  E-l  - Foulk  Road  • Wilmington  • 654-5300 

Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 
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Renal  Osteodystrophy 


Robert  Dressier,  M.D. 


Case  Report 

A 64-year-old  female  with  autosomal  dominant 
polycystic  kidney  disease  had  progressive  renal 
insufficiency  requiring  the  initiation  of 
hemodialysis  in  December  1984.  Hypotensive 
episodes  occurred  frequently  during  dialysis 
treatments,  often  requiring  infusions  of  5 per- 
cent or  25  percent  albumin.  Pruritus  was  con- 
sistently a prominent  complaint.  Aluminum- 
containing  phosphate  binders  had  been  pre- 
scribed to  control  her  serum  phosphorus,  ante- 
dating the  initiation  of  dialysis.  In  September 
1986,  she  received  a cadaveric  renal  trans- 
plant, but  the  allograft  never  functioned  ad- 
equately and  hemodialysis  treatments  had  to 
be  continued.  While  on  prednisone,  the  patient 
developed  a proximal  myopathy.  In  March  1987, 
she  complained  of  left-sided  pleuritic  chest  pain 
with  point  tenderness  posteriorly  overlying  sev- 
eral ribs.  X-rays  failed  to  reveal  a fracture.  She 
was  treated  symptomatically  and  the  pain  re- 
solved within  several  days.  In  November  1987, 
she  developed  left  hip  pain  of  unclear  etiology. 
At  that  time  X-rays  of  the  hands  were  normal, 
showing  no  subperiosteal  resorption.  Elevated 
alkaline  phosphatase  and  parathyroid  hormone 

This  article  appeared  in  the  Einstein  Quarterly  Journal  of 
Biology  and  Medicine  1991;9:70-76.  Reprinted  with  per- 
mission. 

A similar  presentation  was  made  at  Medical  Grand  Rounds 
at  the  Medical  Center  of  Delaware  on  November  12,  1992. 

Dr.  Dressier  is  a member  of  the  Section  of  Nephrology  in  the 
Department  of  Medicine  at  the  Medical  Center  of  Dela- 
ware. 
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(PTH)  levels  led  to  the  diagnosis  of  secondary 
hyperparathyroidism.  Due  to  increasing  symp- 
toms of  bone  pain  and  myopathy,  the  patient 
was  referred  for  further  evaluation  in  February 
1988. 

Laboratory  test  results  are  detailed  in  Table 
1.  Because  of  a high  serum  aluminum  level  in  a 
random  sample,  a deferoxamine  infusion  test 
was  performed  in  March.  The  results  suggested 
a significant  body  aluminum  burden.  A bone 
biopsy  was  recommended  to  better  define  the 
patient’s  metabolic  bone  disease  and  to  guide 
further  management;  however,  intercurrent 
illnesses  delayed  the  biopsy.  Meanwhile,  the 
patient  became  wheelchair-bound  due  to  pro- 
gressive myopathy  and  diffuse  bone  pain. 

In  August  1988,  a double  tetracycline  la- 
beled bone  biopsy  was  finally  performed.  While 
awaiting  the  biopsy  results,  the  physician  be- 
gan chelation  therapy  with  deferoxamine  ( 1000 
mg  I.V./week)  since  aluminum  overload  was 
suspected  to  be  predomi nant.  Within  four  weeks 
of  the  start  of  chelation  therapy,  the  patient’s 
bone  pain,  alkaline  phosphatase  and  intact 
PTH  (IRMA  assay)1  levels  all  increased.  Since 
these  findings  were  consistent  with  worsening 
secondary  hyperparathyroidism,  therapy  with 
intravenous  calcitriol  was  initiated  to  achieve 
PTH  suppression. 

The  bone  biopsy  results  revealed  features  of 
both  osteitis  fibrosa  cystica  and  osteomalacia 
(Figure  1).  Aluminum  staining  was  modest. 
Dynamic  measurements  showed  a normal  bone 
formation  rate  and  an  increased  mineralization 
lag  time.  The  pathologic  diagnosis  was  mixed 
uremic  osteodystrophy. 
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Date 

Total  Ca++  (8.5-10.5  mg/dl)* 
Phosphorus  (2. 4-5.0  mg/dl) 
Alkaline  Phosphatase 
(30-115  IU/L) 

IRMA-PTH  (10-65  pg/ml) 
Aluminum  (ug/L) 
Hemoglobin  (12.0-16.0  g/dl) 
MCV  (81-99  mm3) 


3/87 

2/88 

3/88 

8/88 

9.4 

10.4 

10.4 

11.7 

4.1 

4.9 

3.4 

4.7 

182 

1203 

473 

343 

552 

420 

285 

189243/471“ 

9.2 

12.1 

11.6 

9.3 

74 

73 

72 

75 

11/88 

12/88 

2/89 

3/89 

11.1 

10.4 

11.7 

10.9 

5.5 

3.9 

4.8 

7.4 

993 

560 

335 

222 

844 

628 

183 

129 

9.5 

80 


'Normal  values  appear  in  parentheses 

“Deferoxamine  pre-infusion  (40mg/kg)  and  48  hours  post-infusion 


Table  1.  Laboratory  test  results. 


Deferoxamine  chelation  therapy  continued, 
and  the  dose  of  intravenous  calcitriol  was  ti- 
trated upward  further  to  suppress  PTH  levels. 
Additionally,  calcium  carbonate  was  gradually 
substituted  for  the  aluminum-containing  phos- 
phate binders.  By  the  tenth  week  of  combined 
therapy,  a dramatic  improvement  occurred  in 
the  patient’s  bone  pain  and  myopathy;  she  no 
longer  required  assistance  while  walking. 

In  December  1988,  the  patient  developed 
sudden  left-sided  chest  pain  while  turning  in 
bed.  X-rays  revealed  posterior  fractures  of  the 
sixth  and  seventh  ribs.  She  was  treated  with 
analgesics  and  the  pain  subsided.  In  March 
1989,  as  her  alkaline  phosphatase  and  IRMA- 
PTH  levels  were  significantly  lower,  the  pa- 
tient developed  hypercalcemia.  Dialysate  cal- 
cium was  lowered  to  3.0  mEq/L,  allowing  the 
continued  administration  of  both  intravenous 
calcitriol  and  calcium  carbonate  while  avoiding 
hyper-calcemia.  In  April  of  1989  the  patient 
transferred  her  care  to  another  dialysis  facility 
closer  to  her  home. 

Discussion 

Renal  osteodystrophy  is  a universal  complica- 
tion in  patients  with  chronic  renal  failure,  and 
is  most  prominent  in  those  patients  on  dialysis. 
Although  secondary  hyperparathyroidism  is  the 
most  common  type  of  renal  osteodystrophy,  it  is 
only  one  of  a spectrum  of  metabolic  bone  dis- 
eases diagnosed  by  bone  histomorphometry 
(Table  2).  As  illustrated  by  this  case,  the  diag- 
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nosis  and  management  of  renal  osteodystrophy 
presents  nephrologists  with  numerous  prob- 
lems. 

This  patient’s  history  was  most  striking  for 
a progressive  myopathy  and  worsening  bone 
pain,  which  eventually  confined  her  to  a wheel- 
chair. While  the  elevated  alkaline  phosphatase 
and  IRMA-PTH  levels  were  suggestive  of  sec- 
ondary hyperparathyroidism,  the  high  random 
serum  aluminum  level  and  microcytic  anemia 
were  clues  that  this  patient  might  have  a mixed 
metabolic  bone  disease,  that  is,  secondary 
hyperparathyroidism  and  aluminum-related 


Secondary  Hyperparathyroidism 
(osteitis  fibrosa  cystica) 

Parathyroid  hormone  excess 

Osteomalacia 

Calcium  and/or  Vitamin  D deficiency 

Aluminum  toxicity 

Phosphate  deficiency 

Iron  toxicity 

Other 

Mixed  Uremic  Osteodystrophy 

Aplastic  (Adynamic)  Bone  Disease 
Aluminum  toxicity 
Other 


Table  2.  Classification  and  factors  contribut- 
ing to  common  forms  of  renal  osteodystrophy. 
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A and  B.  Low  and  high  power  views  showing  mineralized  bone  (mb)  (light  grey  and  without  cellular  elements),  surrounded 
by  osteoid  ( darker  grey).  Extent  of  trabecular  surface  covered  by  osteoid  is  increased.  Areas  of  osteoid  are  abnormally  wide 
and  demonstrate  irregular  (woven  - wo)  and  normal  (lamellar  - lo)  architecture.  Certain  marrow  cavities  are  heavily  fibrotic 
(F).  Active  cuboidal 'osteoblasts  (Ob)  and  multinuclear  osteoclasts  (Oc)  are  also  seen. 


C.  Acid  phosphatase  staining  allows  for  specific  visualiza- 
tion of  osteoclasts  (Oc),  which  are  increased  in  this  speci- 
men.   


D.  Positive  staining  for  aluminum  (Al)  at  the  surface  of 
mineralized  bone  (mb)  (aurinetricarboxylic  acid). 


E.  Double  tetracycline  fluorescence  shows  regions  with 
only  a single  label  suggestive  of  impaired  bone  mineraliza- 
tion. Other  areas  demonstrate  wide  uptake  of  tetracycline 
without  distinction  between  the  two  pulses  of  tetracycline 
given  at  different  times.  The  extent  of  surface  tetracycline 
uptake  is  increased;  however,  the  bone  formation  is  normal 
due  to  lack  of  label  separation. 


Figure  1.  Iliac  crest  bone  biopsy  from  patient  demonstrati  ngfractures  of  both  osteitis  fibrosa  cystica 
and  osteomalacia. 
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osteomalacia.  The  need  to  distinguish  among 
pathologic  processes  is  critical  when  one  is 
considering  therapy. 

Prior  to  the  mid-1970s,  the  etiology  of 
osteomalacia  in  patients  with  chronic  renal 
diseases  was  thought  to  be  most  commonly 
secondary  to  deficiencies  of  calcium  and  1,25- 
dihydroxyvitamin  D3  (calcitriol).  It  became  ap- 
parent in  the  late  1970s  that  certain  patients 
with  osteomalacia  were  not  responsive  to  cal- 
cium and  calcitriol  replacement;2  in  fact,  they 
became  markedly  hypercalcemic  when  treated 
with  these  medications.3-4  These  patients  also 
developed  pathologic  fractures,  myopathies, 
microcytic  anemia,  bone  pain,  and  dementia. 2-5-6 
In  the  original’ reports,  the  water  used  to  pre- 
pare dialysate  contained  significant  amounts  of 
aluminum.  Aluminum  compounds  as  alums  are 
frequently  utilized  by  municipal  water  treat- 
ment facilities.  When  dialysates  were  used  con- 
taining significant  amounts  of  aluminum  and 
bone  biopsies  of  the  patient  showed  elevated 
bone  aluminum  content  and  aluminum  stain- 
ing,7 it  was  inferred  that  aluminum  intoxica- 
tion was  responsible  for  this  type  of  osteo- 
malacia.8 This  “epidemic”  form  of  aluminum- 
related  osteomalacia  is  now  rare  due  to  near- 
universal  treatment  of  water  at  dialysis  facili- 
ties by  reverse  osmosis  or  deionization. 

Dialysate  contamination  with  aluminum  is 
not,  however,  the  sole  source  of  aluminum  tox- 
icity in  a patient  with  chronic  renal  failure. 
Until  recently,  aluminum-containing  phos- 
phate binders  have  been  widely  used  to  treat 
hyperphosphatemia  in  chronic  renal  failure. 
This  led  to  inadvertent  aluminum  intoxication 
of  these  patients  and  now  appears  to  be  the 
major  cause  of  aluminum-related  osteo- 
malacia.9-10 Patients  with  chronic  renal  failure 
are  particularly  susceptible  to  aluminum  in- 
toxication by  this  route  due  to  their  enhanced 
gastrointestinal  absorption  ofaluminum.11  This 
form  of  aluminum-related  osteomalacia  should 
be  preventable,  and  has  been  shown  to  be  re- 
versible12 by  administration  of  alternative  non- 
aluminum containing  phosphate  binders,  e.g., 
calcium  carbonate13  or  calcium  acetate.14  Unfor- 
tunately, the  latter  practice  has  not  been  uni- 
versally adopted. 

Other  patients  who  appear  to  be  at  in- 
creased risk  for  aluminum  accumulation  in 
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bone  include  those  who  have  undergone 
parathyroidectomy,15  those  who  are  diabetic,16 
those  on  dialysis  for  many  years,9  infants  and 
children,18-19  and  those  who  have  received  par- 
enteral solutions  contaminated  with  aluminum 
(parenteral  nutrition,  albumin,  etc.).20-21  Sig- 
nificant aluminum  accumulation  in  bone  has 
been  reported  in  the  latter  two  groups,  even  in 
patients  with  normal  renal  function.  Citrate- 
containing  compounds  have  been  found  to  aug- 
ment further  the  gastrointestinal  absorption  of 
aluminum.22  Calcium  citrate  or  sodium  citrate 
(Shohl’s  solution)  should  be  used  with  caution, 
and  should  not  be  given  to  patients  receiving 
aluminum-containing  antacids. 

Since  the  aluminum  content  of  New  York 
City  water  is  relatively  low,  this  route  of  expo- 
sure is  unlikely  in  the  case  presented.  The 
major  risks  for  aluminum  intoxication  in  the 
patient  under  consideration  here  included 
chronic  renal  failure  (quite  a long  time  when 
considering  her  pre-dialysis  course ),  long-term 
use  of  aluminum-containing  phosphate  bind- 
ers, and  the  intermittent  use  of  parenteral 
albumin  infusions.  Since  her  risk  for  aluminum 
exposure  was  significant,  further  evaluation  of 
the  patient’s  renal  osteodystrophy  was  indi- 
cated. 

Although  a history  of  hypercalcemia  is  more 
typical  of  aluminum-related  osteomalacia  than 
of  secondary  hyperparathyroidism,  the  serum 
calcium  values  are  not  predictive  of  the  under- 
lying bone  pathology.23-24  The  levels  of  intact 
PTH  seen  in  aluminum-related  osteo-malacia 
are  not  so  high  as  those  usually  seen  in  patients 
with  chronic  renal  failure3-6-23  and  may  even  be 
within  the  normal  range.24  Aluminum  accumu- 
lation in  the  parathyroid  glands  is,  in  part, 
responsible  for  these  low  levels.25  Although  the 
levels  of  intact  PTH  and  alkaline  phosphatase 
can  distinguish  these  patients  from  those  with 
secondary  hyperparathyroidism,  the  levels  of 
intact  PTH  and  alkaline  phosphatase  are  not 
significantly  different  between  those  with  purely 
secondary  hyperparathyroidism  and  those  with 
mixed  uremic  osteodystrophy.23-24 

Interpretation  of  serum  aluminum  levels  is 
not  straightforward.  Levels  are  influenced  by 
previous  recent  oral  aluminum  consumption,5 
samples  are  easily  contaminated  by  improper 
handling,  and  results  vary  significantly  when 
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measurements  are  made  in  different  laborato- 
ries.26 Although  high  values  should  prompt 
further  investigation,  random  serum  alumi- 
num values  correlate  poorly  with  either  bone 
aluminum  levels  or  staining.27  The  predictive 
value  of  serum  aluminum  levels  improves  with 
the  deferoxamine  infusion  test.27  In  this  test, 
aluminum  levels  are  measured  before  and  after 
an  intravenous  dose  of  deferoxamine  (DFO),  a 
trivalent-metal  chelator.  The  post-DFO  alumi- 
num level,  and  the  increment  of  serum  alumi- 
num after  DFO,  have  been  shown  to  correlate 
better  with  bone  aluminum  staining  than  with 
random  serum  levels.  Unfortunately,  the  sensi- 
tivity and  specificity  of  the  post-DFO  or  incre- 
mental aluminum  levels  depend  on  the  cut-off 
values  used  for  a “positive”  test.27  There  is  a 
direct  relationship  between  the  cut-off  value 
and  the  specificity,  and  an  inverse  one  with  the 
sensitivity.  Thus,  while  high  serum  aluminum 
levels  post-DFO  infusion  are  suggestive  of  sig- 
nificant bone  aluminum  accumulation,  low  lev- 
els cannot  exclude  it. 

Standard  radiologic  techniques  lack  ad- 
equate sensitivity  and  specificity  to  identify 
mild  to  moderate  cases  of  secondary  hyper- 
parathyroidism or  osteomalacia.28  In  fact,  they 
can  often  be  misleading  in  the  setting  of  mixed 
uremic  osteodystrophy.  In  a patient  with  radio- 
graphic  changes  consistent  with  secondary 
hyperparathyroidism,  the  subperiosteal  resorp- 
tion suggestive  of  secondary  hyperpara- 
thyroidism reflects  resorption  lacunae  created 
by  increased  osteoclastic  activity.  Ifthispatient 
were  to  develop  a mixed  lesion,  these  resorption 
lacunae  would  then  fill  with  radiolucent  os- 
teoid. Thus,  the  radiograph  would  continue  to 
show  subperiosteal  resorption  despite  the  de- 
velopment of  osteomalacia.  In  summary,  the 
ability  to  distinguish  accurately  the  various 
forms  of  renal  osteodystrophy  by  non-invasive 
techniques  is  limited. 

The  initial  biochemical  data  was  suggestive 
of  secondary  hyperparathyroidism.  Even  though 
the  hand  X-rays  were  not  consistent  with  osteitis 
fibrosa  cystica,  their  value  is  limited  by  a lack  of 
sensitivity.  In  addition,  they  were  not  current 
to  the  patient’s  worseningbiochemical  and  clini- 
cal status.  Because  of  the  presence  of  a combi- 
nation of  prominent  myopathy,  bone  pain,  sig- 
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nificant  aluminum  exposure,  high  random  alu- 
minum levels,  and  microcytic  anemia,  concomi- 
tantaluminum  toxicity  was  strongly  considered. 
Her  serum  aluminum  levels  post-DFO  infusion 
were  suggestive  of  a highly  elevated  body  (bone) 
aluminum  burden.  The  declining  IRMA-PTH 
and  alkaline  phosphatase  values  from  Febru- 
ary 1988  to  August  1988  probably  reflected 
further  aluminum  accumulation  in  the  para- 
thyroid gland  with  subsequent  loweringofPTH 
secretion.  In  addition,  the  fallingalkaline  phos- 
phatase values  could  have  resulted  either  from 
decreased  stimulation  by  decreasing  PTH  lev- 
els or  from  a direct  toxic  effect  of  aluminum  on 
osteoblast  function.29 

Although  there  was  strong  clinical  evidence 
of  aluminum  toxicity,  bone  biopsy  confirmation 
was  necessary  for  two  reasons.  First,  conse- 
quent chronic  chelation  therapy  with  deferoxa- 
mine would  carry  the  risk  of  mucor-mycosis 
infections  which  are  usually  fatal.30'34  Second,  a 
parathyroidectomy  had  been  suggested  by  one 
physician  and  was  being  considered  by  the 
patient.  Removal  of  parathyroid  tissue  would 
result  in  rapid  declines  of  both  PTH  levels  and 
bone  formation  rate.  If  significant  bone  alumi- 
num accumulation  existed  (as  shown  by  stain- 
ing), parathyroidectomy  could  result  in  dra- 
matic worsening  of  the  aluminum-related 
osteomalacia15  and  subsequently  reduce  the 
effectiveness  of  deferoxamine  chelation 
therapy.16'35 

Because  no  single  test  or  combination  of 
tests  reliably  predicts  the  extent  and/or  signifi- 
cance ofbone  aluminum  accumulation,  the  bone 
biopsy  with  tetracycline  labeling  remains  the 
definitive  tool  for  the  diagnosis  of  metabolic 
bone  disease  in  patients  with  chronic  renal 
failure.  Outpatient  biopsy  techniques  are  avail- 
able that  give  adequate  samples  with  minimal 
discomfort.  The  non-decalcified  specimens  are 
processed  by  standard  techniques.36,37  The  static 
histomorphometry  performed  in  this  case  (Fig- 
ure 1 A-C)  revealed  changes  consistent  with 
osteitis  fibrosa  cystica;  that  is,  increases  in 
fibrosis,  resorption,  osteoblasts,  and  osteoclasts. 
In  addition,  there  was  evidence  for  osteomalacia; 
that  is,  increased  osteoid  area  and  width.  Alu- 
minum staining  was  modest  and  constituted 
only  5 percent  of  the  trabecular  surface  (Figure 
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ID).  The  dynamic  measurements  derived  from 
the  double  tetracycline  labeling  (Figure  1 E) 
showed  a normal  rate  of  bone  formation  and  an 
increased  mineralization  lag  time;  this  sug- 
gested defective  mineralization.  The  pathologic 
diagnosis  was  mixed  uremic  osteodystrophy. 
Given  the  static  histologic  evidence  for  PTH 
excess,  an  increased  bone  formation  rate  was 
expected;  the  normal  value  obtained  was  inap- 
propriately low.  That,  along  with  defective  min- 
eralization, suggested  that  osteomalacia  was 
the  predominant  lesion.  This  case  highlights 
the  need  for  both  static  and  dynamic  histo- 
morphometry  in  the  evaluation  of  metabolic 
bone  disease. 

The  rapid  clinical  and  biochemical  unmask- 
ing of  this  patient’s  underlying  secondary 
hyperparathyroidism  during  chelation  therapy 
with  deferoxamine  supports  the  pathologic  di- 
agnosis. With  her  elevations  of  alkaline  phos- 
phatase and  IRMA-PTH  values  in  February 
1988  and  her  static  histomorphometric  find- 
ings consistent  with  secondary  hyper- 
parathyroidism, the  patient’s  response  to  alu- 
minum removal  was  not  unexpected.  Therapy 
was  now  needed  to  suppress  her  severe  second- 
ary hyperparathyroidism. 

Several  years  ago,  in  vivo  data  were  pub- 
lished showing  a marked  suppressive  effect  of 
intravenous  1,25-dihydroxyvitamin  D?onpara- 
thyroid  secretion  in  dialysis  patients.38  This 
effect  was,  in  part,  independent  of  changes  in 
serum  calcium  and  confirmed  previous  in  vitro 
observations  that  1,25-dihydroxyvitamin  D3 
directly  suppresses  PTH  secretion.39  There  are 
few  long-term  clinical  studies  with  intravenous 
calcitriol;40'41  however,  we  have  recently  shown 
that  long-term  intravenous  calcitriol  can  con- 
trol secondary  hyperparathyroidism  in  dialysis 
patients  with  moderate  to  severe  disease.42  Be- 
cause surgical  parathyroidectomy  was  ill-ad- 
vised, treatment  was  initiated  with  intrave- 
nous calcitriol,  enabling  a “medical”  para- 
thyroidectomy. This  more  gradual  treatment  of 
the  secondary  hyperparathyroidism  allowed  for 
continued  and  effective  DFO  therapy  to  lower 
the  patient’s  bone  aluminum  burden. 

This  case  highlights  most  of  the  diagnostic 
andtreatmentissuesencountered  in  managing 
patients  with  renal  osteodystrophy.  In  general, 
the  approach  should  be  one  of  expectant  man- 
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agement,  thereby  avoiding  the  development  of 
symptomatic  bone  disease.  Patients  should  have 
regular  monitoring  of  calcium  and  phosphate 
levels  with  appropriate  adjustment  of  both  diet 
and  administration  of  phosphate  binders.  The 
use  of  aluminum-containingphosphate  binders 
should  be  minimized,  even  eliminated,  and  cal- 
cium citrate  should  be  used  cautiously.  With 
elevated  PTH  levels,  calcitriol  therapy  should 
be  instituted  either  orally  or  intravenously. 
The  benefits  of  one  route  over  the  other  is  a 
matter  of  debate,  although  there  are  theoretical 
advantages  for  intravenous  calcitriol  adminis- 
tration. In  patients  in  whom  symptoms  do  de- 
velop, a careful  assessment  of  their  metabolic 
bone  disease  is  required  since  therapy  for  sec- 
ondary hyper-parathyroidism  can  worsen  alu- 
minum toxicity  and,  as  illustrated  in  this  case, 
treatment  of  aluminum  overload  can  exacer- 
bate secondary  hyperparathyroidism. 
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SCIENTIFIC  ARTICLE 

Successful  Treatment  of  a Giant  Cavernous 
Hemangioma  with  Oral  Cyclophosphamide 
(Cytoxan)  in  an  Infant 


Hemangiomas  are  the  most  common  tumors  in 
children.  They  have  a characteristic  of  rapid 
progression,  and  slow  and  spontaneous  involu- 
tion. However,  in  approximately  10  to  20 
percent  of  the  cases  they  threaten  organic  func- 
tion, and  larger  ones  are  life  threatening  due  to 
compression  or  other  complications. 

Hemangiomas,  or  vascular  nevi,  are  fre- 
quently involuting  lesions  that  may  be  raised 
above  the  skin.  There  are  two  main  types. 
Capillary  hemangioma  is  an  often  superficial 
proliferation  of  smaller  vessels.  Cavernous 
hemangiomas,  which  are  typically  more  deeply 
located,  are  charactrized  by  a proliferation  of 
larger  vessels.  A deeper  cavernous  hemangioma 
may  be  associated  with  a capillary  hemangioma 
more  superficially.  A juvenile  capillary 
hemangioma  ("strawberry  nevus")  is  an  imma- 
ture form  of  capillary  hemangioma. 

Both  hemangiomas  are  normally  found  at 
birth  or  a few  weeks  after,  and  they  enlarge 
rapidly  over  the  next  five  to  seven  months.  In 
the  majority  of  children,  they  begin  to  reduce  in 
size  after  12  months  of  age,  butin  some  children 
this  spontaneous  improvement  does  not  begin 
until  several  years  later.1-3 

Large,  cavernous  hemangiomas  ofthehead 
and  neck  are  very  difficult  to  remove  without 
causing  severe  deformity,  and  surgical  treat- 
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ment  of  cavernous  hemangiomas  have  fre- 
quently resulted  in  irreparable  damage  to  nerves 
and  other  structures.  They  are  occasionally 
treated  with  radiotherapy,  but  because  of  com- 
plications such  as  skin  necrosis,  atrophy,  cessa- 
tion of  bone  development,  scarring  of  normal 
tissues,  and  neoplastic  changes,45  this  form  of 
therapy  has  been  used  less  frequently  and  is  no 
longer  recommended.  Cryotherapy  was  used  in 
the  past  for  treatment  of  hemangiomas,  but 
because  of  the  ulcerations  and  scarring,  it  is  no 
longer  in  use. 

Prednisone  has  been  used  since  19676  for 
the  treatment  of  large  hemangiomas  in  infants 
and  children.  Since  that  time  several  other 
authors7-9  have  recommended  its  use  for  the 
treatment  of  hemangiomas  of  increasing  large 
size,  those  producing  functional  disability,  con- 
gestive heart  failure,  mass  compression, 
thrombocytopenia  with  hemorrhagic  problems, 
or  serious  cosmetic  effects.  About  20  percent  of 
the  patients  treated  with  corticosteroids  have 
no  response,9  and  other  authors10  have  found  as 
many  as  30  percent  of  the  cases  not  responding, 
even  with  early  treatment  and  large  doses  of 
prednisone. 

In  the  following,  we  present  a case  of  an 
infant  girl  in  whom  prednisone  and  laser 
therapy  did  not  stop  the  growth  and  invasion  of 
a giant  cavernous  hemangioma  of  the  face, 
neck,  scalp  and  intracranial  region.  Treatment 
with  oral  cyclophosphamide  over  a long  period 
of  time  was  very  successful. 

Case  Presentation 

The  patient  was  seen  initially  at  2 weeks  of  age 
with  a weight  of  6 pounds  and  a length  of  18  1/ 
2 inches,  and  a history  of  being  born  with  a 
large  giant  cavernous  hemangioma,  covering 
the  left  side  of  the  face,  scalp  and  neck.  Two 
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weeks  later,  the  initial  pictures  were  taken 
(Figure  1 and  2).  A MRI  of  the  head  showed  a 


Figure  1. 


Figure  2. 


mass  just  below  the  skin  involving  the  left 
parotid,  left  submaxillary  gland,  left  peripharyn- 


Figure  3. 
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geal  area,  the  left  sternocleidomastoid  muscle, 
left  orbit,  and  left  retro-orbital  space,  extending 
along  the  internal  carotid  artery  on  the  left  and 
into  the  left  cavernous  sinus  (Figure  3). 

At  5 weeks  of  age  she  was  started  with  the 
maximum  dose  of  oral  prednisone:  4 mg/kg/day 
along  with  laser  treatments.  After  a month  of 
this  therapy,  the  tumor  continued  to  grow  and 
invade  neighboring  tissues.  A superficial  bi- 
opsy of  the  mass  was  obtained  (Figure  4),  re- 
vealing an  extensive  vascular  proliferation  in  a 
lobular  configuration.  Vessels  were  lined  by 
plump  endothelial  cells  with  small  lumina. 
There  were  scattered  larger  vessels.  The  ap- 
pearance was  that  of  a juvenile  capillary 
hemangioma,  which  may  also  be  referred  to  as 
a (benign)  hemangioendothelioma. 

Due  to  the  rapid 'progression  of  the  tumor, 
she  started  treatment  with  oral  cyclophospha- 
mide 2.5  mg/kg/day  given  in  two  courses  of  10 
days  each,  along  with  her  oral  prednisone  at  4 
mg/kg/day.  The  growth  of  the  mass  was  ar- 
rested, but  as  soon  as  the  medication  was  dis- 
continued the  tumor  began  to  increase  in  size 
again,  compressing  and  invading  surrounding 
organic  structures.  Cyclophosphamide  was  re- 
started along  with  prednisone  for  a period  of 
eight  months,  subsequently,  both  medications 
were  tapered. 

Repeated  unsuccessful  attempts  were  made 
to  stop  the  cyclophosphamide  and  the  oral 
prednisone. 

The  patient  was  hospitalized  twice,  once  for 
a case  of  aseptic  meningitis,  and  the  second 
time  with  bronchiolitis  caused  by  respiratory 
syncytial  virus.  While  taking  the  medication 
her  weight  was  always  in  the  50  percentile  and 
her  length  in  the  10  percentile,  but  as  soon  as 
the  medications  were  stopped,  her  weight  and 
height  went  up  to  75  percentile.  By  adding  oral 
cyclophosphamide  to  the  prednisone  treatment, 
the  tumor  mass  stopped  progression,  and  im- 
mediate and  sustained  regression  was  obtained 
both  clinically  (Figure  5 and  6),  and  with  the 
MRI  (Figure  7)  which  significant  overall  de- 
crease in  size  of  the  cavernous  hemangioma 
involving  the  orbit,  cavernous  sinus,  periphar- 
yngeal space,  and  carotid  sheet. 

Four  months  after  the  treatment  was 
stopped,  she  began  to  have  a mild  seizure  disor- 
der characterized  by  drop  attacks,  lasting  ap- 
proximately five  seconds  with  collapse  and 
cyanosis,  follwed  by  a five  to  10  minute  post 
ictal  period.  The  diagnosis  of  partial  complex 
seizures  was  made,  even  though  the  EEG  was 
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Figure  7. 


except  for  the  initial  case12  which  was  treated 
orally. 

We  decided  to  treat  our  case  with  oral 
therapy  hoping  to  decrease  the  potential  com- 
plications of  the  drug,  which  are  very  well 
known,  such  as  gonadal  damage,  hemorrhagic 
cystitis,  and  second  malignancies. 

Our  patient  is  now  3 years  old  and  is  in 
general  good  health,  except  for  a mild  seizure 
disorder. 

This  is  the  first  case  in  Delaware  in  which 
this  treatment  has  been  used  for  this  specific 
conditions,  the  seventh  case  in  the  medical 
literature,  descriving  the  treatment  with  this 
drug,  and  the  second  case  in  which  just  oral 
treatment  has  been  successful. 

Cyclophosphamide  therapy  for  such  cases 
should  be  considered  based  on  benefit-to-risk 
relationship,  especially  in  infants  and  children 
with  large  cavernous  hemangiomas  in  which 
progression  can  not  be  stopped  with  large  dos- 
ages of  prednisone. 

Our  patient  began  treatment  with  this  spe- 
cific therapy  in  October  1989.  Since  that  time, 
a new  way  of  treatment  for  these  angiomatous 
tumors  has  been  developed  with  the  use  of 
recombinant  interferon  alfa-2a.17 
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normal.  She  was  treated  with  oral  Tegretol  and 
the  severity  and  number  of  the  seizures  have 
improved. 

Discussion 

In  1966,  Rush11  reported  the  first  successful 
treatment  of  a vascular  tumor  with  an  alkylat- 
ing agent.  He  used  an  isolated  injection  ofintra- 
arterial  nitrogen  mustard.  In  1971, 12  a case 
report  was  published  of  a regression  of  a vascu- 
lar tumor  with  a treatment  of  radiation,  oral 
prednisone,  and  cyclophosphamide  given  ini- 
tially IV  for  five  days,  and  later  orally  for  two 
months.  Since  that  time,  several  other  au- 
thors1316 have  reported  other  cases  in  which 
cyclophosphamide  has  been  used  with  good 
results  for  the  treatment  of  large  cavernous 
hemangiomas,  which  failed  to  improve  with 
prednisone  alone.  Altogether  there  have  been 
six  children  previously  treated  with  cyclophos- 
phamide1216 for  this  condition,  the  youngest  5 
days  old  and  the  oldest  4 1/2  years  old.  All  of 
them  were  treated  with  IV  cyclophosphamide, 
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SCIENTIFIC  ARTICLE 


1992  Annual  Meeting 
Scientific  Program  Summary 


The  scientific  sessions  of  the  1992  Annual  Meeting  of  the  Medical  Society  of  Delaware  measured  up 
in  every  way  to  the  standard  of  excellence  the  membership  has  come  to  expect.  It  is  my  intention  to 
summarize  here  the  five  presentations  I attended,  for  the  benefit  of  those  doctors  who  for  one  reason 
or  another  were  'unable  to  be  there.  Congratulations  are  extended  to  Steven  L.  Edell,  D.O.  and  his 
scholarly  Program  Committee  for  an  outstanding  job. 


E.  Wayne  Martz,  M.D. 

Editor 


The  Current  Status  of  Gene  Therapy 

William  N.  Kelley,  M.D. 

Dr.  Kelley  started  with  a simple  historical  re- 
view of  the  progress  of  genetics  over  the  past  50 
years,  leadingus  step  by  step  through  the  major 
advances  that  have  brought  the  field  to  where 
it  is  today.  Then  getting  more  and  more  com- 
plex, he  gave  examples  of  work  in  progress  and 
probable  directions  for  the  near  future.  He  used 
the  question/answer  period  for  some  philosophic 
postulations  about  the  future. 

Dr.  Kelley  dated  the  present  era  to  the 
recognition  of  DNA  in  1944,  followed  by  the 
description  of  the  double  helix  in  1953  and  the 
construction  of  recombinant  DNA  in  1972. 
Human  insulin  was  constructed  in  1981,  the 
same  year  that  confirmed  the  potential  for 
transgenic  animals.  The  polymerase  chain  re- 
action of  1985  was  identified  as  a major  break- 
through, and  1990  saw  the  beginning  of  the 

Dr.  Kelley  is  Dean  of  the  School  of  Medicine,  Robert  G. 
Dunlop  Professor  of  Medicine  and  Biochemistry  and  Bio- 
physics and  Executive  Vice  President  of  the  University  of 
Pennsylvania. 
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project  to  map  the  entire  human  genome.  Once 
completed,  this  will  greatly  simplify  all  future 
work  in  the  field.  The  first  attempt  at  the  use  of 
gene  therapy  in  humans  was  the  aberrant  and 
widely  criticized  effort  of  Dr.  M.  Cline  in  1980. 
This  led  to  the  recognition  of  the  need  for 
controls  and  planning,  so  that  the  first  ap- 
proved human  gene  therapy  was  in  1990.  It  was 
defined  as  “Insertion  of  a normal  gene  into  an 
organism  to  correct  a genetic  or  acquired  dis- 
ease by  in-vivo  synthesis  of  a gene  product.” 
There  are  basically  two  types  of  gene  transfer: 
one  into  a germ  cell,  producing  a heritable 
change;  and  the  other  into  a somatic  cell,  in 
which  case  only  that  one  particular  individual 
(organism)  is  affected.  Dr.  Kelley’s  remarks 
concerned  the  latter.  Most  of  the  work  to  date 
has  concerned  in-vitro  transfer,  but  in  the  long 
run  the  most  useful  will  probably  prove  to  be  in- 
vivo.  Cells  are  removed  from  a patient  (such  as 
blood  or  tissue),  a virus  is  inserted  to  change  the 
genetic  makeup  of  the  cells,  and  they  are  re- 
turned to  the  patient.  For  example,  some  tu- 
mors are  noted  to  be  heavily  infiltrated  with 
lymphocytes.  These  tumor  infiltrating  lympho- 
cytes (TIL)  can  be  separated  and  concentrated 
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and  virus  inserted  as  a genetic  marker,  so  that 
when  they  are  injected  back  into  the  patient, 
one  can  track  them  to  see  if  indeed  they  do 
return  to  tumor  sites.  If  so,  they  can  be  made  to 
carry  agents  damaging  to  the  tumor  cells.  So  far 
there  are  nine  approved  in-vitro  gene  therapy 
experiments.  For  example,  AIDA  deficiency, 
melanoma  (tumor  necrosis  factor),  advanced 
carcinoma  and  hypercholesterolemia  (human 
LDL  receptor  gene).  In  the  in-vivo  type,  a virus 
would  be  modified  with  a gene  fragment  and 
injected  directly  into  a patient.  The  virus  would 
be  selected  because  of  its  predilection  for  cer- 
tain types  oftissues  or  cells  (such  as  the  affinity 
of  herpes  virus  for  neuronal  cells).  The  virus 
would  be  so  modified  as  to  be  nonharmful  and 
incapable  of  further  reproduction,  yet  produc- 
tive of  certain  enzymes  deficient  in  the  patient. 
He  cited  “HPRT”  deficiency  and  the  “Lesch- 
Nyhan”  syndrome.  Five  types  of  target  cells 
have  been  identified  so  far  — 1.  neuronal,  2. 
endothelial,  3.  respiratory  epithelial,  4.  muscle 
and  5.  tumor.  The  first  of  these,  against  HLA- 
B7  was  begun  in  June  1992,  with  injections 
directly  into  melanoma  sites. 

Dr.  Kelley’s  concern  for  the  future  is  that 
public  pressure  for  correction  offairly  common, 
but  devastating  genetic  disorders  (e.g., 
Huntington's  chorea,  cystic  fibrosis)  mightforce 
abandonment  of  orderly  progress  and  controls 
(as  in  AIDS)  with  unfortunate  results.  In  re- 
sponse to  a question  of  how  to  keep  industry 
from  profiteering,  he  indicated  that  academic 
researchers  are  not  very  good  at  applying  new 
cures  to  public  needs,  and  indeed  he  hopes 
industries  may  perceive  opportunities  for  profit. 
He  did  not  give  examples,  but  penicillin  might 
be  one  — a scarce  and  frightfully  expensive 
substance  until  chemical  engineers  discoverd 
techniques  to  produce  it  in  bulk. 

Magnetic  Resonance  Angiography 

Donald  Schnapf,  D.O. 

A very  energetic  and  dynamic  speaker  and  a 
strong  proponent  of  his  favorite  technique,  MRA. 
It  is,  of  course,  entirely  different  from  CT  scan 

Dr.  Schnapf  is  Clinical  Associate  Professor  of  Radiology  at 
Georgetown  University. 
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in  that  is  shows  physiology,  whereas  CT  shows 
anatomy.  Flow  (blood  flow)  is  the  essential 
factor  in  MRA,  and  where  there  is  little  or  no 
flow,  it  is  not  helpful.  Since  60  percent  of  car- 
diac output  goes  to  the  head  (resting),  it  is 
ideally  suited  to  examine  head  and  neck  arter- 
ies. It  is  quick  and  noninvasive,  does  not  need 
contrast  material,  and  once  the  data  is  accumu- 
lated in  the  computer  from  an  examination, 
that  data  can  be  manipulated  and  viewed  in  a 
wide  variety  of  ways.  It  can  be  used  to  bring  out 
arterial  flow,  or  the  venous  side;  can  be  ad- 
justed to  bring  out  the  fine  or  the  gross  vascular 
features  (different  “protocols”)  and  the  image 
can  be  rotated  for  viewing  from  different  as- 
pects and  for  three-dimensional  effects.  It  can 
be  modified  to  show  direction  of  blood  flow, 
useful  in  conditions  such  as  “subclavian  steal.” 
Thus,  MRA  is  ideal  (when  properly  used) 
for  detecting  cerebral  aneurysms  (high  flow), 
but  not  for  ruptured  aneurysm  (blood  stag- 
nant); good  to  show  coronary  artery  disease  but 
not  myocardial  infarct  or  pulmonary  embolus; 
demonstrates  arterial  occlusion,  but  not  defi- 
cient runoff.  Dr.  Schnapf  showed  one  slide  after 
another  demonstrating  the  usefulness  of  MRA 
techniques  and  the  few  situations  in  which  it  is 
not  helpful.  At  the  end,  he  ran  a videotape 
which  showed  clearly  the  advantages  of  rota- 
tional effects  and  three-dimensional  viewing. 
With  these  techniques  given  the  operative  record 
of  a hospital  and  surgical  team,  it  is  feasible  to 
predict  logically  and  accurately  the  risk/benefit 
ratio  of  endarterectomy,  bypass  or  judicious 
neglect  in  those  very  difficult  carotid  artery 
evaluations.  This  is  only  one  example  of  the 
many  he  cited. 

AIDS  Update 

James  R.  Allen,  M.D. 

1 1 i 

Dr.  Allen  regards  AIDS  as  “a  public  health 
emergency"  for  a variety  of  reason,  but  points  a 
out  that  the  rate  of  progress  in  defining  and  ti 
understanding  the  disease  has  been  the  most 
rapid  of  any  disease  in  the  history  of  mankind. 

I Pe 
tii 

Dr.  Allen  is  Director  of  the  National  AIDS  Program  Office, 
Department  of  Health  and  Human  Services,  Washington, 

D.C. 
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It  is  an  extremely  complex  problem,  not  only 
socially  and  politically,  but  also  in  its  public 
health  aspects  of  spread  and  control  and  the 
scientific  aspects  of  the  virus  and  how  it  func- 
tions. Much  of  the  information  and  statistical 
data  he  presented  is  well  known  to  nearly  all 
physicians:  250,000  human  cases,  50,000  new 
cases  per  year,  highest  incidence  age  25  to  44, 
disproportionately  high  incidence  in  urban  ar- 
eas and  among  minorities,  and  still  a very 
significant  relationship  to  male  homosexuality 
(especially  sodomy)  and  drug  use.  The  use  of 
“recreational”  drugs  is  a double  jeopardy,  first 
because  of  needle  transfer  of  blood  and  second, 
because  of  the  effect  on  judgement.  However, 
other  aspects  of  the  epidemic  are  changing: 
heterosexual  acquisitions  now  up  to  8 percent, 
the  virus  now  eliminated  from  the  public  blood 
supply,  better  understanding  of  the  structure 
and  functions  of  the  virus,  giving  us  more 
opportunities  to  intervene  chemically  to  kill  the 
virus,  render  it  dormant,  nonreproductive  or 
vulnerable. 

Some  disturbinginformation  was  presented. 
In  men  age  25  to  44,  it  is  now  the  second  leading 
cause  of  death,  fourth  in  women,  and  first  for 
both  sexes  in  New  York  City.  Among  HIV  posi- 
tive women,  10  to  15  percent  of  pregnancies 
result  in  infected  babies  — most  infected  in 
utero,  but  20  percent  during  birth  and  a very 
small  percent  from  breast  feeding.  Among  job 
corp  applicants,  one  of  our  sources  of  reliable 
data,  1 percent  of  women  are  now  positive.  In 
STD  clinics,  3 to  4 percent  of  all  patients  and  30 
percent  of  homosexual  males  are  HIV  positive. 

One  of  the  most  worrisome  aspects  relates 
to  tuberculosis.  In  1985,  the  rate  of  tuberculous 
infection  in  the  United  States  started  to  rise 
after  falling  steadily  for  75  years.  Some  30  to  40 
percent  of  the  new  cases  are  HIV  positive.  The 
lifestyle  of  these  people  militates  against  reli- 
able complete  treatment  of  the  disease,  and  the 
intermittent  care  they  get  results  in  a high 
proportion  of  multi-drug  resistant  strains  which 
are  now  spreading  to  the  huge  reservoir  of 
tuberculin  negative  people  in  the  general  popu- 
lation. 

In  the  east,  south  and  west  coast,  1 to  2 
percent  of  all  hospital  admissions  are  HIV  posi- 
tive, with  some  hospitals  receiving  9 to  12 
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percent.  Clearly  the  message  we  are  getting 
across  to  our  young  people  is  not  helpful.  Edu- 
cation and  prevention  are  the  only  real  hope  we 
have  at  this  time,  and  we  need  a change  in  our 
approach  to  those.  Washington  will  soon  come 
out  with  recommendations  that  all  young  people 
entering  health  care  facilities  should  be  tested 
for  HIV.  At  least  the  public  blood  supply  is 
almost  completely  under  control,  but  the  bad 
side  of  that  is  the  high  cost  of  synthetic  anti- 
hemophilia factors,  running  to  $60,000  per  year 
in  severe  cases. 

Rewriting  the  Social  Contract  in 
American  Health  Care 

Uwe  E.  Reinhardt,  Ph.D. 

Dr.  Reinhardt  is  such  an  entertaining  speaker, 
and  presents  important  information  in  such  a 
light-hearted  way  that  it  is  easy  for  listeners  to 
overlook  its  significance.  He  feels  that  ideas 
and  ideologies  are  going  to  direct  the  future  of 
our  health  care  system,  notPAC  money,  politics 
and  lobbyists.  People  are  not  really  unhappy 
with  theirhealth  care.  The  unhappiness  is  with 
the  cash  flows  getting  the  money  from  house- 
holds (the  ultimate  payer  of  all  costs)  to  the 
health  care  pot.  We  complain  about  our  taxes, 
but  compared  to  other  countries, we  are  very 
much  undertaxed,  and  this  needs  to  change.  He 
defines  us  as  “a  highly  demanding  population 
that  doesn’t  want  to  pay  taxes.”  We  neglect  our 
children,  who  are  the  future  of  our  country,  for 
foibles  and  luxuries. 

He  presented  several  different  possibilities 
and  options  for  consideration  by  the  audience, 
offering  a broad  spectrum  from  complete  social- 
ism to  somewhere  right  of  Attila  the  Hun,  but 
eventually  came  down  in  favor  of  regulated  or 
“managed  competition,”  which  is  to  say,  HMOs 
and  similar  organizations.  However,  he  antici- 
pated that  it  will  take  years  before  the  country 
can  move  to  that,  and  meanwhile  there  will  be 
a major  portion  of  health  care  delivered  on  a 
private  fee-for-services  basis,  such  asatpresent. 
It  is  virtually  impossible  to  have  budgets  and 

Dr.  Reinhardt  is  James  Madison  Professor  of  Political 
Economy,  Woodrow  Wilson  School  of  Business,  Princeton 
University. 
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fee-for-service,  though  budgets  and  managed 
care  go  hand  in  hand  . Thus,  health  care  costs 
will  continue  to  rise  for  several  years.  He  sug- 
gests a flat  ( 8 percent)  tax  on  all  businesses  with 
the  money  going  into  a pot  to  pay  basic  health 
care  for  everyone.  If  anyone  wants  free  choice 
or  broader  coverage,  they  can  purchase  it  at 
their  own  expense. 

Governor-elect  Tom  Carper  was  presentfor 
Dr.  Reinhardt’s  presentations,  and  was  intro- 
duced during  the  question  and  answer  period. 
At  risk  of  misquotinghim,  my  understanding  of 
what  he  said  was  that  he  feel  we  are  moving 
toward  managed  competition.  He  received  a 
most  enthusiastic  welcome  from  the  packed 
Gold  Ballroom. 

New  Frontiers  in  Laparoscopic  Surgery 

Anthony  V.  Coletta,  M.D. 

Dr.  Coletta  reacted  admirably  to  the  stringen- 
cies and  stress  of  being  the  first  afternoon 
speaker  and  getting  a late  start  due  to  delays  in 
reassembling.  He  very  cheerfully  condensed 
his  talk  to  half  the  time,  yet  still  covered  every- 
thing clearly. 

The  era  of  laparoscopic  surgery  was  ush- 
ered in  by  the  development  of  a small  computer 
chip  TV  camera  in  1988.  Other  instrumenta- 
tion was  already  available  from  gynecologic 
and  endoscopic  surgery;  and  with  laparoscopic 
cholecystectomy  (lap-choly)  leading  the  way, 
the  field  has  literally  exploded  in  four  years. 
The  peritoneal  space  is  inflated  to  an  automati- 
cally maintained  constant  tension  with  C02. 
The  scope  is  introduced  and  surgery  proceeds 
under  visualization  on  a TV  monitor.  The  tech- 
nique is  easily  and  quickly  learned  by  anyone 
skilled  in  surgery.  Morbidity,  mortality  and 
complications  are  comparable  to  open  surgery. 
Surgical  time  is  less,  pain  and  disability  is  less, 
hospital  stays  shorter,  cost  is  less  (not  expense 
to  the  patient)  and  patients  love  it.  In  most 
cases  only  three  small  openings  are  made  in  the 
belly.  Encouraged  by  the  ease  and  success  of 

Dr.  Coletta  is  Associate  Attending  Surgeon,  Department  of 
Surgery  at  Bryn  Mawr  Hospital,  Bryn  Mawr,  Pa.  and  is 
Instructor  of  Surgery  at  Thomas  Jefferson  Medical  College, 
Philadelphia. 
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lap-choly,  surgeons  are  trying  the  technique  in 
a variety  of  other  procedures,  such  as  appen- 
dectomy, herniorrhaphy,  ulcer  surgery  and  even 
major  colon  resections  for  carcinoma.  As  he 
said,  “You  can  do  the  same  operation  with  the 
scope  that  you  can  do  open  — for  the  most  part.” 
There  are  a few  disadvantages,  most  important 
being  loss  of  palpation  in  the  abdomen,  a two- 
dimensional  view  and  some  restriction  of  move- 
ment. But  most  believe  the  advantages  out- 
weigh the  disadvantages,  and  patients  prefer  it 
almost  without  exception. 

Dr.  Coletta  showed  his  slides  and  diagrams, 
then  a videotape  of  a resection  of  a carcinoma  of 
the  colon  and  re-anastamosis.  He  made  it  look 
easy.  I guess  that  is  a sign  of  a good  surgeon. 


Ron  s Rule — 1 give 
myself  one  week  to 
meet  new  people  and 
start  having  fun  on  a 
locum  tenens 
assignment.  It  hasn't 
tailed  me  yet.” 

Ron  Richmond,  MD, 
loined  the 

CompHealth  locum 
tenens  medical  staff 
when  he  completed 
his  residency.  He 
wanted  to  travel.  He 
loves  to  meet  people. 
A little  time  off  sounded 
really  good.  And  he  thinks  being  exposed  to  different  types 
of  medical  practice  will  serve  him  well  when  he  returns  to 
his  hometown  to  establish  a community  health  center. 

A singer.  A board-certified  family  practitioner.  A soft- 
spoken  New  Yorker.  Ron  Richmond  knows... 

It  s a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 
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RADIOGRAPH  OF  THE  MONTH 


Mark  Glazer,  M.D. 


Figure  1 


Figure  2 


Computed  Tomography  (CT)  images  before  (Figure  1)  and  after  (Figure  2)  intrave- 
nous contrast  administration  in  a 35-year-old  female  with  complaints  of  headaches 
and  neck  pain. 


What  is  your  diagnosis? 
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Radiograph  of  the  Month 


Diagnosis:  Posterior  Fossa 
Hemangioblastoma 

The  CT  scan  demonstrates  a hypodense  cystic 
lesion  in  the  posterior  fossa  with  a solid  homo- 
geneously enhancing  mural  nodule.  Magnetic 
resonance  imaging  was  subsequently  performed 
(not  shown).  The  T2  weighted  MR  image  of  the 
posterior  fossa  showed  a well-defined  cystic 
areaofincreased  signal  intensity  in  the  midline 
within  the  cerebellum.  After  administration  of 
a paramagnetic  contrast  agent,  an  enhancing 
mural  nodule  was  noted  in  the  cyst  posteriorly. 
At  subsequent  surgery  there  was  total  removal 
of  a posterior  fossa  hemangioblastoma. 

Hemangioblastoma  is  the  mostcommon  pri- 
mary cerebellar  tumor  with  a peak  age  presen- 
tation of  approximately  30  years.1  However, 
they  account  for  only  about  7 percent  of  poste- 
rior fossa  tumors  in  adults;  metastasis  is  the 
most  common  tumor.  More  than  90  percent  of 
these  tumors  are  in  the  cerebellum;  other  rare 
sites  include  the  medulla  and  spinal  cord.2 
Most  patients  are  male  and  most  of  these  tu- 
mors arise  spontaneously.  They  are  solid  tu- 
mors in  40  percent  and  cystic  in  60  percent. 

About  10  to  20  percent  of  patients  with 
hemangioblastomas  are  seen  as  part  of  the  Von- 
Hippel-Li  ndau  ( VHL)  syndrome.  This  syndrome 
consists  of  cerebellar  (40  to  60  percent)  and 
retinal  (50  to  70  percent)  hemangioblastomas, 
cysts  and  angiomas  of  the  kidney  and  liver, 
renal  cell  carcinoma  (20  to  40  percent)  and 
pheochromocytoma  (10  percent).3  The  heman- 
gioblastoma is  usually  solitary,  but  can  be  mul- 
tiple. It  is  a benign  tumor  consisting  of  a 
hypervascular  solid  nodule,  typically  sur- 
rounded by  a large  cystic  component.  This  pa- 
tient did  not  have  a family  history  of  VHL. 

Angiography  continues  to  play  an  impor- 
tant role  in  the  workup  of  the  lesions,  and  has 
detected  some  tumors  not  seen  on  CT  or  MR.4 
Still,  CT  has  replaced  vertebral  angiography  in 
almost  all  cases  as  the  initial  exam  to  character- 
ize this  posterior  fossa  mass.5 

The  differential  possibilities  for  a cerebel- 
lar lesion  in  an  adult  include  metastasis, 
hemangioblastoma,  hemorrhage,  abscess, 
infarction  and  arteriovenous  malformation. 
Posterior  fossa  tumors  in  children  include 
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medulloblastoma,  astrocytoma,  and  ependy- 
moma; their  peak  incidence  is  roughly  5 to  10 
years.  Approximately  50  percent  of  pediatric 
brain  tumors  occur  in  the  posterior  fossa.1 

Hemangioblastomas  are  benign  tumors  of 
endothelial  origin  and  account  for  1.1  to  2.4 
percent  of  all  central  nervous  tumors  and  7.3 
percent  of  primary  posterior  fossa  tumors  in 
adults.6  They  have  characteristic  CT,  MR  and 
angiographic  appearances  and  the  pathologic 
diagnosis  can  be  suggested  with  a very  high 
level  of  confidence  based  on  the  imaging  stud- 
ies. 
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Now  that  your  senior  partner  has 
retired  and  the  new  internist  has  bought  into  the  practice, 
your  own  retirement  plans  have  gotten  a little  firmer. 


You  finally  sold  the  rental  property  you’ve  owned  for  years. 
What  to  do  with  the  proceeds  is  another  question. 


You  have  one  partner,  two  nurses  and  one  receptionist. 
And  two  brokers  who  both  phoned  with  a unique  investment. 


And  your  office  manager  just  reminded  you 
the  premium  for  your  malpractice  insurance  is  due  next  month. 


It’s  time  you  talked  with  a private  banker 
from  Wilmington  Trust. 


We  understand  the  special  financial  requirements  of  physicians  who  want  to  make  the 
most  of  their  practices  for  themselves  and  their  families. 

The  private  bankers  at  Wilmington  Trust  are  talented  professionals  who  can  coordinate 
customized  credit  and  insurance  arrangements,  provide  estate  planning,  manage  investments 
and  develop  tax-advantaged  retirement  benefit  plans. 

If  you  are  among  those  actively  building  substantial  assets,  call  David  Ernst  in  Private 
Banking  at  (302)  651-8855. 

WILMINGTON  TRUST 


MEMBER  FDIC 


New  Humulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30f  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50 

Humulin  50 

50%  human  insulin 
isophane  suspension 
50%  human  insulin  injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Humulin " 70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  (recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


HI-791 1-B-249343  ? 1992.  eli  lilly  and  compai 


BOARD  OF  MEDICAL  PRACTICE 


E.  Wayne  Martz,  M.D. 
Executive  Director 
Board  of  Medical  Practice 


The  September  meeting  of  the  Board  of  Medical 
Practice  approved  22  full  licenses  and  two  insti- 
tutional licenses.  It  closed  its  investigations  of 
eight  complaints  (compared  to  15  complaints 
received).  It  would  have  closed  more  except 
that  the  meeting  was  cut  short  by  the  fire 
marshall  “because  of  a defective  door  lock.”  (He 
didn’t  explain). 

Perhaps  the  most  interesting  and  poten- 
tially controversial  thing  the  board  did  related 
to  acupuncture.  Yes,  I said  acupuncture.  The 
Department  of  Health  and  Social  Services  runs 
detox  and  rehabilitation  programs  for  addicted 
persons.  They  propose  to  use  an  abbreviated 
and  simplified  form  of  acupuncture  to  control 
severely  agitated  addicts  and  to  keep  all  addicts 
on  the  path  of  abstinence. 

When  I first  heard  this  I was  extremely 
skeptical,  to  say  the  least,  but  wait  a minute. 
About  18  years  ago  in  New  York  City,  Lincoln 
Hospital  was  struggling  in  a losing  battle  to 
rehabilitate  hundreds  of  addicts  that  visited 
them  daily.  The  relapse  (rearrest)  rate  was  over 
40  percent  in  the  first  year,  and  disaster  was 
imminent.  In  desperation,  willing  to  try  any- 
thing, they  agreed  to  acupuncture  — five  needles 
in  carefully  circumscribed  locationsin  the  pinna 
of  each  ear  for  30  minutes  daily. 

To  their  amazement,  the  subjects  quieted 
down  almost  immediately,  and  over  a year  the 
rearrest  rate  declined  to  7 percent.  They  ex- 
panded the  program  to  include  ALL  their  ad- 
dicts, and  trained  large  numbers  of youngpeople 
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in  how  and  where  to  place  the  sterile  needles. 
Patients  then  remove  the  needles  themselves, 
and  discard  them,  a precaution  against  AIDS 
transmission.  The  technicians  work  under  the 
supervision  of  an  accredited  acupuncturist  and 
licensed  physicians.  The  program  has  been  ex- 
tremely successful,  and  has  been  copied  in 
Florida,  the  west  coast  and  elsewhere. 

Swallowing  my  scorn,  I talked  on  the  phone 
with  the  M.D.  in  charge  of  the  Lincoln  Hospital 
program,  Dr.  Michael  Smith,  a 1968  graduate 
of  the  medical  school  of  the  University  of  Cali- 
fornia, San  Francisco.  He  confirmed  the  story 
in  a very  convincing  way.  The  long-term  rearrest 
rate  for  graduates  of  the  program  is  only  3 
percent.  I recommended  to  the  board  that  we 
approve  a pilot  project  for  the  drug  treatment 
center  in  Ellendale,  Delaware  for  a six-month 
period.  A licensed  Delaware  M.D.  will  super- 
vise, and  a Maryland  certified  acupuncturist, 
acting  as  a consultant,  will  train  five  young 
people  to  do  the  modified  acupuncture. 

After  significant  discussion  and  some  ques- 
tioning of  the  guests  (who  attended  for  this 
purpose)  the  board  voted  unanimously  to  per- 
mitHealth  and  Social  Services  to  go  ahead  with 
this  experimental  pilot  project. 

Unfortunately,  the  usual  representative  of 
the  Department  of  Justice  was  not  present  for 
this  meeting,  and  legal  technicalities  delayed 
the  start  of  the  program  for  a month,  but  they 
hope  to  be  able  to  start  soon.  I shall  be  very 
curious  to  hear  of  the  results. 
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VASCULAR  LABORATORIES  OF  DELAWARE 

NONINVASIVE  VASCULAR  LABORATORY 


Glasgow  Medical  Center 
2600  Summit  Bridge  Road 
Suite  2 I 3 

Newark  DE  19702 

(302)  836-9838 


Medical  Arts  Pavilion 
Suite  I I 2 

4745  Stanton-Ogletown  Road 
Newark  DE  19713 

(302)  368-1130 


NONINVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 

Extracranial  carotid  and  vertebral  arteries 
Abdominal  aorta  and  its  visceral  branches 
Arterial  system  of  the  upper  and  lower  extremities 
Venous  system  of  the  upper  and  lower  extremities 


Bruce  A.  Fellows,  M.D, 
Director 


Billie  Gray,  R.N.,  R.V.T. 
Doreen  Mahoney,  L.P.N. 


Take  a closer  look  at  Delaware's 
first  Name  in  eye  care 


One  of  the  region's 
leading  eye  care  centers  is 
closer  than  you  think.  In  fact, 
it's  right  here  in  Delaware  at 
Wilmington  Hospital. 

Our  expert  team  of 
ophthalmologists  and  other 
professionals  can  diagnose 
and  treat  virtually  every  eye 
disorder,  from  nearsighted- 
ness to  cataracts,  glaucoma, 
and  diabetic  complications. 
What's  more,  they  treat 
each  patient  with  sensitivity 
and  respect. 


The  Eye  Center 
* at  Wilmington  Hospital 

MEDICAL  CENTER  OF  DELAWARE 


We're  doing  more  for  your  family's  health 

w-103  14th  S Washington  Streets  • Wilmington,  Delaware 


The  Eye  Center  at 
Wilmington  Hospital  is  at 
the  forefront  of  eye  care 
research  and  the  latest  tech- 
nical advances,  including 
state-of-the-art  laser  surgery. 

If  your  patients  require 
specialized  eye  care,  con- 
sider referring  them  to  The 
Eye  Center  at  Wilmington 
Hospital.  Call  (302)  428- 
6208  any  weekday  for  more 
information  or  to  set  up  an 
appointment  with  one  of  our 
ophthalmologists. 


A TRIBUTE 


A Doctor  Retires 


David  Platt,  M.D. 


On  August  23,  1992,  I attended  a retirement 
dinner  for  Leo  F.  Sherman,  M.D.  I was  amazed 
that  there  were  no  speeches  after  that  dinner, 
only  brief  statements  with  the  presentation  of 
the  two  gifts.  When  I inquired,  I was  told  that 
that  was  the  way  Leo  wanted  it;  he  specified 
that  there  must  be  no  speeches.  Because  I 
believe  it  to  be  fitting  that  someone  tell  those 
who  attended  what  Leo  contributed  to  Family 
Practice  Associates  and  to  our  medical  commu- 
nity, I have  prevailed  on  him  to  give  me  permis- 
sion to  write  to  the  attendees.  He  said,  “Keep  it 
simple.”  I tried  to  do  that,  and  the  following  is 
what  I wrote. 

It  was  February  1955.  Ethel  and  I were 
alone  in  the  practice,  started  in  1941.  We  were 
swamped,  and  had  put  out  the  word  that  we 
needed  help.  Dr.  Marvin  Dorph  phoned  us  that 
there  was  a young  M.D.  who  had  just  opened  his 
solo  office  in  Newark,  Del.,  who  had  notyet  had 
time  to  get  busy. 

We  met  with  him  and  were  impressed  with 
his  spontaneity  and  ingenuousness.  His  medi- 
cal training  and  references  were  superb.  We 
quickly  offered  him  a simple  partnership  agree- 
ment with  no  fine  details  specified,  and,  with 
equal  speed,  he  accepted  and  started  work. 

We  were  in  the  midst  of  an  influenza  epi- 
demic. Leo  made  20  house  calls  that  first  day, 
and  that  many  or  more  most  day  until  the 
epidemic  spentitself.  Then  we  settled  into  shar- 
ing the  day  to  day  ills  of  our  patients,  their  ills 
and  their  interspersed  bits  of  happiness.  We 
traded  tours  of  office  hours  and  house  calls,  and 
hospitals  rounds.  We  delivered  thousands  of 
babies,  and  we  often  followed  them  through  life, 
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for  our  practice  included  everything  from  ob- 
stetrics through  geriatrics.  We  also  shared  tours 
of  duty  covering  the  hospital  clinics. 

It  was  great  working  with  Leo.  Nothing  was 
too  hard  for  him;  he  was  never  tired.  When 
patients  needed  him,  he  was  always  ready. 
Although  he  was  quiet  and  unassuming  and  it 
sometimes  took  patients  a long  time  to  get  to 
know  him,  once  they  did,  they  knew  and  appre- 
ciated his  value  as  a physician.  He  was  warm 
and  caring,  and  made  the  patientsknow  thathe 
had  personal  interest  in  them  and  their  fami- 
lies. In  some  families  he  was  the  personal  phy- 
sician to  four  generations,  and  knew  them  by 
their  names  and  their  interests. 

Leo,  Ethel  and  I worked  well  together, 
because  we  had  the  same  philosophy  of  prac- 
tice, shared  the  warm  friendship  of  the  same 
patient  families,  and  had  complete  confidence 
that  each  would  back  up  the  others  in  any 
practice  crisis  which  might  arise.  This  contin- 
ued also  after  Family  Practice  Associates  evolved 
into  a six-physician  group. 

Leo  also  left  his  mark  in  the  larger  medical 
community.  Along  with  being  active  in  the 
medical  organizations,  where  his  was  a steady- 
ing hand,  he  helped  train  generations  of  medi- 
cal students,  both  during  his  teaching  hospital 
rounds,  and  especially  in  his  preceptorship  of 
the  Jefferson  Medical  College  students  who 
rotated  through  our  office  to  learn  some  of  the 
practical  aspects  of  caring  for  patients.  He 
taught  them  not  to  rely  too  much  on  testing,  but 
to  listen  to  the  patients  perceptively,  to  exam- 
ine them  carefully,  and  then  to  advise  them 
judiciously.  He  taught  them  that  technology 
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often  must  take  second  place  to  a warm  caring 
relationship  which  will  help  nature’s  healing. 

Although  Leo  officially  is  retiring,  if  you 
ask  him  what  he  is  planning,  you  will  find  that 
he  will  have  three  different  part-time  medical 
activities  which  will  keep  him  effectively  away 
from  the  rocking  chair  and  the  TV  screen. 

As  I look  back  on  our  association  of  many 
years,  I see  many  shared  medical  successes, 
interspersed  with  times  when  all  we  could  do 
was  give  some  comfort  to  saddened  families.  It 
has  been  great  to  know  Leo;  he  has  made  our 
medical  lives  and  our  personal  lives  richer. 
Elaine,  Sandy,  David  and  Philip,  I am  sure  are 
justly  proud. 


Growing  older  should  be 
just  as  delightful  as  growing  up. 


Laughter  friendship,  sharing-these 
are  some  of  the  finer  things  in  life. 

And  at  The  Williamsburg,  we  don't 
think  people  should  stop  enjoying  them 
just  because  they  need  nursing  care. 

That's  why  we  make  sure  everything 
is  perfect,  from  the  fresh  flowers  to  the 
gourmet  cuisine  served  in  the  private 
dining  room.  We  provide  our  residents 
with  the  highest  quality  nursing  care. 

24 -hours  a day.  And  we  surround  them  with 
all  the  things  they  so  richly  deserve.  Like 
elegance,  dignity  and  warmth. 

.And  in  everything  from  the  gleaming 
brass  to  the  professional  staff,  youll  see  a 
reflection  of  our  philosophy.  No  matter  how 


good  the  past  has  been,  the  best  years 
should  always  be  the  ones  ahead. 

Call  or  write  for  a brochure.  Or  visit 
The  Williamsburg  soon. 


The  Williamsburg 


_ Zip Phone 

LEADER 


700  Foulk  Road 

Wilmington,  DE  19803*302  -7 04-  0 


Nuclear 


MEDICINE 


Available  at  our  Newark  location  with 
fast,  efficient  scheduling  & turn-around. 


Stress  Thallium 
Persantine  Thallium 
Gated  Cardiac  Imaging  (MUG A, 
Bone  Scans 

Thyroid  Uptake  and  Scan 
Liver/Spleen  Scan 
Indium  111  Labeled  WBC's 
Renat  Scan 
Gallbladder 


Omega  Nuclear  Diagnostic  Center  ensures  the 
highest  quality  services  to  your  patients,  who  are 
scheduled  promptly  and  treated  with  personal 
and  efficient  care.  Prompt  reporting  via  fax  and 
high  resolution  image  copy  are  available.  For 
more  information  please  call, 

(302)  368-8150 


Omega  Nuclear  Diagnostic  Center 

is  an  affiliate  of 


Diagnostic  Imaging 
Associates 


OMEGA  NUCLEAR  DIAGNOSTIC  CENTER 

Omega  Professional  Center  • 15  Omega  Drive  • Bldg.  K 
Newark  DE  19713  • (302)368-8150 


762 


Del  Med  Jrl,  December  1992,  Vol  64,  No  12 


BOOK  REVIEW 


Total  Quality  Management:  The  Health 
Care  Pioneers,  M.  M.  Melum  and  M.  K. 
Sinioris,  American  Hospital  Association,  1992, 
400  pages,  96  figures,  one  table,  $69  (AHA 
members,  $55). 

The  potential  power  of  total  quality  manage- 
ment (TQM)  as  a management  approach  in  the 
health  care  field  becomes  evident  in  this  clear, 
well  written  book.  Section  one  of  this  two-part 
publication  identifies  and  describes,  in  detail, 
the  six  key  aspects  of  TQM  which  provide  the 
framework  for  success:  visionary  leadership, 
commitment  to  customers,  trained  teams,  phy- 
sician involvement,  a TQM  management  pro- 
cess, and  alignment  of  management  systems. 
The  authors  emphasize  that  these  six  prin- 
ciples of  TQM  should  be  so  integrated  into  the 
health  care  providers'  culture  and  work,  that  it 
becomes  the  way  the  organization  does  busi- 
ness. Case  studies  from  selected  pioneers  in 
health  care  TQM  share  their  successes,  fail- 
ures, and  valuable  lessons. 

In  the  second,  and  larger  part  of  the  book, 
contributing  authors  define  and  explore  the 
next  frontiers  of  TQM.  For  example,  the  direc- 
tor of  the  foundation  for  the  Malcolm  Baldridge 
National  Quality  Award  provides  insights  into 
industry’s  gold  standard  for  quality.  Dennis 
O’Leary,  M.D.,  current  president  of  the  Joint 
Commission  on  Accreditation  ofHealthcare  Or- 
ganizations, addresses  questions  about  the  Joint 
Commission’s  agenda  for  change.  Other  con- 
tributors cogently  describe  the  concepts  behind 
“critical  pathways,”  “clinical  outcomes  manage- 
ment,” and  “benchmarking.” 
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Health  care  leaders  of  the  future  will  in- 
creasingly be  expected  to  make  quality  central 
to  their  mission,  and  will  have  a major  role  in 
nurturing  others  to  sustain  the  quality  trans- 
formation. TQM  is  rapidly  being  viewed  as  a 
long-term  investment  in  improving  an 
organization’s  capability  to  satisfy  its  custom- 
ers. This  thought  provoking  book  effectively 
leads  the  reader  to  think  about  the  potential  of 
total  quality  management  as  a powerful  vehicle 
for  transforming  health  care  organizations. 

Phyllis  C.  Thomas,  M.S.  R.N. 

Quality  Assurance/Utilization 
Management  Coordinator 
Invited  guest  reviewer 


The  Gift  of  Life 

Since  St.  Jude  Children's 
Research  Hospital  opened  in 
1962,  it  has  forged  new  treat- 
ments for  childhood  cancer 
and  has  helped  save  the  lives  of 
thousands  of  children  around 
the  world.  But  the  battle  has 
just  begun.  You  can  join  the 
fight.  Call  1-800-877-5833. 

Sill  VE  CHILDREN'S 
# RESEARCH  HOSPITAL 


763 


r 


Stephen  V.  Rapposelli,  PT,  CSCS,  and  Jennifer  A.  Rapposelli,  PT 


PHYSICAL  THERAPY 


. at  Hockassin 


V. 


Specialists  in  Orthopedic  and  Neurologic  Rehabilitation 
720  Yorklyn  Road,  Suite  110,  Hockessin,  DE  19707,  (302)  234-2288 


WE'LL  HELP  YOU 
PAY  OFF  $20,000  OF  YOUR 
MEDICAL  SCHOOL  LOANS. 


If  you  Ye  certified  in  one  of  the  following 
specialities: 

■ anesthesiology  ■ thoracic  surgery  ■ vascular 
surgery  ■ general  surgery  ■ orthopedic/surgery 

■ neurosurgery  ■ plastic  surgery 
you  could  take  part  in  the  Army  Reserve’s  Health 
Professionals’  Loan  Repayment  Program  that  pays 
as  much  as  $20,000  in  medical  school  loans. 

As  a member  of  the  Army  Reserve,  you  could 
be  serving  your  country  near  home  at  times  conve- 
nient to  you.  You’ll  also  enjoy  all  the  prestige  and 

privileges  that  accompany  being  an  officer. 

To  find  out  more  about  the  Health  Professionals'  Loan  Repayment  Program  and  all  the  other  advantages 
of  the  Army  Reserve,  contact  one  of  our  experienced  Army  Reserve  Medical  Counselors.  They  can  arrange 
for  you  to  talk  to  an  Army  Reserve  physician  and  visit  a Reserve  Center  or  medical  facility. 

(609)  667-8190 

BE  ALL  YOU  CAN  BE. 

ARMY  RESERVE 


EDITORIAL 


Can  We  Control  Costs? 


In  my  opinion,  the  greatest  single  problem 
facing  medicine  today  lies  not  in  finding  a cure 
for  cancer,  or  learning  to  deal  with  the  AIDS 
epidemic,  butfindinga  way  to  control  the  rapid 
rise  in  health  care  costs.  We  all  have  an  uneasy 
feeling  of  impending  doom,  but  we  don’t  know 
what  to  do  about  it,  so  we  ignore  it.  We  comfort 
ourselves  that  physician  fees  are  only  about  10 
percent  of  the  total  cost  — but  the  bottom  line  is 
that  the  public  would  like  us  to  solve  the  prob- 
lem: first  because  we  control  the  costs  with  our 
ordering  even  if  we  don’t  receive  the  money, 
and  second  because  theoretically  we  are  the 
ones  with  the  breadth  of  knowledge  of  how  a 
health  care  system  should  work.  But  do  we 
REALLY  have  the  knowledge  and  control?  I 
doubt  it,  or  if  we  do,  we  certainly  are  not  using 
the  knowledge  or  exercising  the  control.  There 
are  so  many  overwhelming  factors  we  can’t 
really  get  a grip  on,  and  so  often  we  find  our- 
selves working  at  cross  purposes  or  sending 
conflicti  ng  messages;  we  are  literally  paralyzed. 

Current  efforts  to  reform  the  system  deal 
primarily  with  universal  access.  Access  is  not 
the  basic  problem,  but  it  is  politically  popular. 
Proponents  picture  themselves  as  fighting  for 
the  poor  and  needy.  What  they  are  really  fight- 
ing for  is  a full  payment  system  for  doctors.  In 
no  way  do  any  of  the  plans  address  any  of  the 
factors  escalatingthe  costs,  and  i n fact  quite  the 
opposite.  All  will  open  the  door  to  another 
round  of  increases  by  removing  the  few  con- 
straints that  do  exist.  Costs  per  patient  will  be 
higher  than  average;  first,  because  many  of 
these  patients  do  not  know  how  to  use  the 
system  except  for  acute  episodic  care  through 
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the  emergency  department.  Second,  because 
many  do  not  have  any  concept  of  a healthy 
lifestyle  to  begin  with  and  third,  they  take  more 
professional  time  as  their  illnesses  are  compli- 
cated by  their  social  problems.  We  are  in  danger 
of  getting  a “solution”  that  doesn’t  solve  any- 
thing, but  makes  underlying  basic  problems 
worse. 

Others  have  had  their  turn  at  identifying 
the  causes  ofthe  health  carecostescalation.  Let 
me  give  you  my  list. 

First  is  the  resounding  success  of  our  medi- 
cal care.  People  who  would  have  died  in  the 
1950s  and  even  the  1970s,  now  are  able  to 
survive  to  have  one  or  two  or  three  more  expen- 
sive illnesses.  So  the  cost  per  person,  and  the 
total  cost,  is  increased  two  or  threefold. 

Second  isthe  aging  of  our  population.  Older 
people  need  more  care  and  more  expensive 
care. 

Third,  the  care  provided  is  high-tech  care, 
expensive,  not  only  in  terms  of  sophisticated 
equipment,  but  also  in  highly  skilled,  highly 
educated  and  highly  paid  personnel. 

Fourth,  the  pharmaceuticals  used  are  more 
and  more  expensive  reflecting  research  and 
testing  costs.  They  cost  more  than  the  doctor! 

Fifth,  expensive  medical  schools.  Their  nu- 
merous and  expensive  faculty  members  em- 
phasize prestigious  research  which  add  to  the 
“high  tech”  problem,  put  our  students  deeply  in 
debt,  distort  their  career  choices  and  set  a 
pattern  of  care  most  community  hospitals  can- 
not afford.  No  wonder  the  federal  government 
is  promoting  more  osteopathic  schools  with 
their  low  research  and  library  costs  and  their 
high  output  of  primary  care  physicians. 
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Sixth,  powerful  standard-setting  agencies 
such  as  JCAHO  and  the  Accreditation  Council 
on  Graduate  Medical  Education.  Their  require- 
ments sound  like  motherhood  and  apple  pie. 
How  can  you  argue  with  fire  prevention  and 
electrical  safety,  more  conferences  and  salaried 
teachers?  But  at  what  price?  They  never  say 
“enough.”  The  name  of  the  game  is  CQI,  Con- 
tinuous Quality  Improvement.  They  add  bil- 
lions to  hospital  costs  each  year. 

Seventh,  the  Bureaucracy  — the  controls 
and  record  keeping;  the  reports  and  inspec- 
tions; the  forms  and  paper  work  — all  reliably 
estimated  at  25  percent  of  all  health  care  costs. 

Eighth,  the  medico-legal  environment  that 
requires  Rolls  Royce-level  care  for  everyone, 
whether  they  need  it  or  not,  or  even  can  logi- 
cally benefit  from  it.  Then  there  is  the  problem 
of  tracking  down  the  inevitable  false  positives 
and  irrelevantincidental  findings,  all  adding  to 
the  already  outrageous  cost. 

Ninth,  the  direct  cost  of  the  malpractice 
insurance  itself. 

Tenth,  and  last  (on  this  list),  the  lack  of  any 
real  brakes  on  the  system.  The  incentives  are 
all  set  the  wrong  way.  The  penalties  of 
underspending  can  be  severe  — of  overspend- 
ing, nil.  It  is  the  patient’s  (insurer’s  and 
government’s)  money  you  are  spending. 

Is  there  any  hope  of  reversing  or  even 
slowing  this  juggernaut?  I seriously  doubt  it, 
short  of  disastrous  wipe  out.  However,  there  do 
appear  to  be  a few  theoretic  possibilities  other 


than  euthanasia  at  age  70.  For  number  four,  we 
could  simplify  and  shorten  the  FDA  approval 
process,  shorten  the  exclusive  patent  period 
and  be  more  cost  conscious  in  prescribing. 

For  number  five,  some  controls  and  incen- 
tives could  be  put  on  medical  schools,  as  I have 
suggested  previously.  Indeed,  osteopathic 
schools  do  seem  to  be  serving  the  public  needs 
very  well. 

For  number  six,  a moratorium  on  higher 
and  higher  standards.  Leave  it  alone  for  a few 
years. 

As  for  number  seven,  surely  something 
could  be  done  to  simplify  the  bureaucracy.  Try 
getting  rid  of  some  of  the  lawyers  who  try  to 
devise  forms  and  regulations  to  cover  all  pos- 
sible contingencies.  I’m  reminded  ofthe  Packard 
Motor  Car  Company  which  is  reported  to  have 
had  more  inspectors  than  production  workers 
shortly  before  it  went  belly  up. 

Number  eight  may  be  politically  impos- 
sible, but  if  we  become  more  active  politically, 
perhaps  it  might  be  tried  again. 

And  number  10  might  follow  along  if  we 
could  do  something  about  number  eight.  It 
would  take  time,  but  if  the  country  could  give  it 
a top-priority  rating  ( which  I think  it  deserves), 
maybe  we  could  achieve  some  measure  of  cost 
control.  Sodon'tgiveupyet.  Butkeep  your  bags 
packed,  and  pray  anyhow. 

E.  Wayne  Martz,  M.D. 

Editor 


OSTEOPOROSIS 


R.  Meckelnburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 
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LETTERS  TO  THE  EDITOR 


Laird  Thanks  and  Tribute 


Our  family  cannot  adequately  express  in  words 
our  genuine  appreciation  of  your  caring,  affec- 
tion and  expressions  of  sympathy.  Ted  lived 
almost  88  years  — he  would  have  been  88  on 
November  12,  1992. 

We  have  often  reflected  upon  how  lucky  he 
was  to  have  lived  when  he  did.  Think  about  it  - 
he  was  born  in  1904  and  knew  the  horse  and 
buggy,  dirt  road  days.  He  was  born  before 
television,  before  penicillin,  polio  shots,  frozen 
foods,  xerox,  plastic,  contact  lenses.  He  had  the 
pleasure  of  growing  up  when  a handshake  was 
your  contract.  You  almost  never  needed  a law- 
yer! There  were  no  credit  cards,  no  laser  beams, 
not  even  ballpoint  pens.  Dishwashers,  washing 
machines  and  dryers,  electric  blankets  and  air 
conditioners  were  unknown. 

He  experienced  World  War  I,  the  roaring 
’20s,  the  ’29  crash  and  depression,  the  big  band 
swingperiod.  In  his  day,  cigarette  smokingwas 
fashionable;  GRASS  was  mowed;  COKE  was  a 
cold  drink,  and  POT  was  somethingyou  cooked 
in;  ROCK  MUSIC  was  a grandma’s  lullaby. 
World  War  II  (in  which  he  served  his  country  by 
enlisting  in  his  30s);  the  advent  of  the  nuclear 
age;  space  exploration;  landing  on  the  moon; 
the  computer  age.  What  a span  of  history  and 
technology.  Medicine  changed  drastically  and 
dramatically  since  his  retirement  in  1970,  and 
he  kept  up  on  some  of  it.  He  was  very  interested 
in  the  advances  in  genetics,  mapping  chromo- 
somes and  curing  genetic  defects.  He  once  said 
that  if  he  were  entering  the  medical  field  now, 
that  was  the  field  to  be  in. 

He  lived  a long,  productive  life.  He  had  a 
nice  family,  a lovely  and  loyal  wife,  and  four 
children  who  are  all  leading  productive  lives. 
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We  should  all  be  so  lucky  to  have  that  kind  of 
time,  and  to  have  experienced  so  much.  Per- 
haps we  are  reminded  of  the  biblical  phrase: 
“Well  done. ..thou  good  and  faithful  servant...” 
Dad  may  have  made  his  share  of  mistakes  (and 
don’t  we  all),  but  we  think  he  squeezed  the  most 
out  of  his  slice  of  life! 

Warmest  regards, 
Edmund  G.  Laird2 

Recognize  All 
Contributors 

Thank  you  for  publishing  in  the  October  1992 
issue  of  the  DMJ  our  article,  "Mammography  of 
Delaware  Van  Reaches  Out." 

I should  like  to  ask  that  if  you  are  going  to 
recognize  three  of  our  members,  then  I should 
like  that  all  of  the  group  be  acknowledged  for 
their  efforts.  This  would  include  Drs.  David  M. 
Krasner,  John  J.  Moore,  Neil  E.  Lattin  and 
Julia  M.  Elcock.  I should  also  like  to  acknow- 
ledge the  help  of  Ms.  Kate  McKenzie,  coordina- 
tor of  the  mammogram  van. 

I hope  that  the  article  will  stimulate  addi- 
tional action  throughout  Delaware  to  meet  the 
needs  of  the  women  of  this  state,  in  regard  to 
breast  cancer. 

Again,  thanks  for  publishing  the  article. 

Sincerely, 
Edward  R.  Sobel,  D.O. 
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K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 
Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We’re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 


finding  a reliable  medical  equipment 
company.  But  CONFIDENCE  and  TRUST  are 
the  'magic'  words  of  MASTER  CARE'S  service. 
Because  ycmr  patients  are  our  first  concern, 
we  find  products  for  the  patient  . . . not 
patients  for  the  product. 


Showroom:  Old  Baltimore  Pike  Ind.  Pk. 
83  Albe  Dr  Newark,  DE 

Call  the  CARELINE  (302)  368*5300 
NJ (609)  299*3224 


Rehabilitation  Consultants,  Inc 


SERVICES 

• PHYSICAL  THERAPY  W0  LOCATIONS 

• COMPREHENSIVE  REHABILITATION  CONCORD  PLAZA  OFFICE 

PHYSICAL,  OCCUPATIONAL,  SPEECH  THERAPY  SPRINGER  BUILDING,  3411  SILVERSIDE  RD. 

302  - 478  - 5240 

BAYNARD  BOULEVARD  OFFICE 

2100  BAYNARD  BOULEVARD,  WILMINGTON 
302  - 655  - 5877 

All  Therapy  Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by  Medicare,  most  major  insurance 
companies  and  managed  care  programs 

Owner:  Robert  Catalano,  M.A.,  P.T. 


1 


• FAMILY  SPORTS  MEDICINE  & 
FITNESS  SERVICES 

• REHABILITATION  OF  THE 
INJURED  WORKER 

WORK  TOLERANCE  TESTING 
WORK  HARDENING 

• NUTRITIONAL  COUNSELING 

• HYDROTHERAPY 


REHABILITATION  CONSULTANTS,  INC.  SINCE  1970  ■ ■ ■ 


IN  BRIEF 


If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant 
information  to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE 
19806-2166.  Infotmation  must  be  received  by  the  15th  of  the  month,  three  months  before  publi- 
cation. 

Physicians’  Health  Committee 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physicians’  Health  Commit- 
tee wishes  to  help.  Please  call  302/654-1001.  All  actions  of  the  Physicians’  Health  Committee  are 
confidential,  and  the  identity  of  the  reporter  will  not  be  disclosed. 

Consumer  Health  Library  is  Open  to  the  Public 

Gail  P.  Gill,  director  of  Library  Services  for  The  Delaware  Academy  of  Medicine,  has  announced 
the  opening  of  a Consumer  Health  Library.  The  library,  sponsored  by  the  Delaware  Academy  of 
Medicine,  is  open  to  the  public  Monday  through  Friday  from  8:30  a.m.  to  4:30  p.m.  at  1925 
Lovering  Avenue,  Wilmington,  Del. 

The  library  resources  include  over  300  books,  12  health  newsletters,  210  clipping  files  and  a 
user  friendly  computerized  database  called  Health  Reference  Center.  The  database  indexes 
consumer  health  literature  from  over  160  titles  on  health  fitness,  nutrition  and  medicine, 
including  full  test  coverage  of  approximately  100  consumer  oriented  magazines,  newsletters  and 
professional  journals.  It  also  includes  over  500  medical  education  pamphlets. 

The  Delaware  Academy  of  Medicine  Auxiliary  made  a generous  contribution  of  $5,000  to 
purchase  the  software  for  1992.  The  Health  Reference  Center  log,  located  at  the  computer, 
shows  a usage  of  five  to  seven  searches  each  day  with  positive  comments  from  the  patrons. 

Consensus  Development  Conference  on  Diagnosis  and  Treatment  of  Early  Melanoma 

A National  Institutes  of  Health  (NIH)  consensus  development  statement  on  Diagnosis  and 
Treatment  of  Early  Melanoma  may  be  obtained  from  the  NIH  Office  of  Medical  Applications  of 
Research  (OMAR).  The  report  was  prepared  by  a panel  of  experts  who  considered  scientific 
evidence  presented  at  a Consensus  Development  Conference  at  NIH.  It  contains  recommenda- 
tions and  conclusions  concerning  diagnosis  and  early  treatment  of  melanoma. 

At  NIH,  consensus  conferences  bring  together  researchers,  practicing  physicians,  represen- 
tatives of  public  interest  groups,  consumers  and  others  to  carry  out  scientific  assessments  of 
drugs,  devices  and  procedures  in  an  effort  to  evaluate  their  safety  and  effectiveness.  Free, 
single  copies  of  the  consensus  statement  on  diagnosis  and  early  treatment  of  melanoma  may  be 
obtained  from  William  H.  Hall,  director  of  Communications,  Office  of  Medical  Applications  of 
Research,  Federal  Building,  Room  618,  7550  Wisconsin  Avenue,  Bethesda,  MD  20205.  (301)  496- 
1144. 
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Early  Mitral  Regurgitation  Predicts  Poor  MI  Prognosis 

Substantial  mitral  regurgitation  (MR)  occasionally  occurs  early  in  the  course  of  acute  myocar- 
dial infarction.  These  two  studies  examine  the  outcomes  and  prognosis  associated  with  this 
problem. 

The  first  study  found  severe  or  moderately  severe  MR  in  50  of  1,480  consecutive  patients 
undergoing  emergency  cardiac  catheterization  during  the  first  six  hours  after  MI.  These  pa- 
tients had  a markedly  higher  one-year  mortality  rate  than  other  patients  (52  percent  vs.  11 
percent).  Advanced  MR  remained  a marginally  significant  independent  predictor  of  one-year 
mortality  after  adjusting  for  variables  such  as  age,  sex  and  severity  of  heart  failure  and  coro- 
nary artery  disease;  this  was  not  true  for  mild  MR. 

A smaller  but  similar  study  of  206  patients  identified  mild  MR  in  22  patients  and  moderate 
to  severe  MR  in  five  patients.  Age,  low  ejection  fraction,  and  any  degree  of  MR  were  the  three 
independent  predictors  of  one-year  mortality  in  a multivariate  analysis.  In  both  studies,  MR 
was  more  common  in  older  patients  and  women,  and  physical  examination  frequently  failed  to 
detect  even  severe  MR. 

Although  the  association  between  early  MR  and  mortality  after  acute  MI  is  not  surprising,  it 
is  interesting  that  early  MR  may  predict  mortality  independently  of  such  factors  as  low  ejection 
fraction.  It  is  unclear  whether  specific  therapeutic  measures  can  improve  the  prognosis  in  this 
subgroup  of  patients. 

Reprinted  by  permission  of  Journal  Watch , Vol  10,  August  1992. 


Spina  Bifida  Incidence  Declines 

Spina  bifida  affects  about  1,500  newborn  infants  each  year  in  the, United  States.  This  report 
from  the  Centers  for  Disease  Control  summarizes  the  findings  of  a 16-state  surveillance  system 
from  1983  to  1990  and  indicates  that  rates  of  spina  bifida  are  declining. 

The  incidence  fell  from  a peak  of  5.9  cases  per  10,000  live  births  in  1984  to  3.2  cases  per 
10,000  in  1990.  Rates  were  initially  lowest  among  Asians  and  highest  among  Hispanics,  but  by 
1990  there  were  virtually  no  racial  differences.  The  reason  for  the  decreased  incidence  is  un- 
clear, but  it  may  be  partly  attributable  to  increased  prenatal  diagnosis  and  abortion  of  affected 
fetuses. 

A recent  randomized,  controlled  trial  demonstrated  that  supplementation  with  4.0  mg  per 
day  of  folic  acid  close  to  the  time  of  conception  could  prevent  70  percent  of  recurrences  of  neural 
tube  defects  in  fetuses  of  women  who  had  a previous  affected  pregnancy.  Since  August  1991,  the 
CDC  has  recommended  folic  acid  supplementation  for  women  with  a prior  pregnancy  affected  by 
spina  bifida,  anencephaly,  or  encephalocele.  As  a further  step,  the  agency  is  now  considering  a 
recommendation  of  routine  folic  acid  supplementation  for  any  woman  able  to  bear  children. 

Reprinted  by  permission  of  Journal  Watch , Vol  10,  August  1992. 


Rethinking  the  Routine  Admission  Stool  Guaiac  Test 

Previous  studies  have  questioned  the  utility  of  routine  tests  commonly  done  on  hospital  admis- 
sion, such  as  urinalysis,  a complete  blood  count,  and  electrocardiography.  This  retrospective 
study  assessed  the  clinical  utility  of  the  routine  admission  stool  guaiac  test. 

The  authors  reviewed  the  records  of  264  consecutive  patients  admitted  to  the  internal 
medicine  service  of  a major  teaching  hospital.  For  each  of  the  202  patients  who  had  a stool 
guaiac  test,  they  determined  the  indications  for  the  test  (if  any),  its  results,  and  the  eventual 
diagnosis. 

Stool  guaiac  test  were  more  often  positive  when  clinically  indicated  (35  percent)  than  when 
done  routinely  (11  percent).  Of  104  patients  with  clinical  indications  for  the  test,  25  were  later 
found  to  have  gastrointestinal  lesions,  most  of  which  were  clinically  important.  Of  the  98  pa- 
tients who  had  routine  tests,  only  four  had  GI  diagnoses,  three  of  which  were  benign.  False- 
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positive  results  were  common  on  both  routine  and  clinically  indicated  tests.  Notably,  the  major- 
ity of  patients  with  positive  guaiac  tests  underwent  further  testing  for  GI  disease,  regardless  of 
whether  the  guaiac  test  had  been  indicated. 

This  study  confirms  previous  reports  on  the  diagnostic  yield  of  routine  admission  screening 
tests.  Because  the  stool  guaiac  test  has  a limited  yield  in  patients  who  lack  clinical  indications, 
it  is  best  reserved  for  patients  whose  presentation  suggests  that  they  need  it. 

Reprinted  by  permission  of  Journal  Watch,  Vol  10,  August  1992. 


Gaps  Remain  in  Cervical  Cancer  Screening 

Although  the  incidence  of  invasive  cervical  cancer  has  decreased  dramatically  in  the  last  few 
decades,  this  tumor  and  its  associated  morbidity  and  mortality  have  not  been  completely  eradi- 
cated. These  authors  from  British  Columbia  reviewed  tbe  prior  screening  histories  of  437 
patients  who  were  newly  diagnosed  with  invasive  cervical  cancer  during  1985  to  1988,  to  deter- 
mine why  the  cancers  had  not  been  detected  earlier. 

Notably,  215  women  (49  percent)  either  had  never  had  a cytologic  examination  or  had  not 
had  one  for  at  least  five  years  before  presenting  with  invasive  disease.  Recent  immigrants  and 
Native  Americans  were  particularly  likely  to  have  had  infrequent  or  no  prior  examinations.  In 
addition,  116  women  had  previous  negative  Papanicolaou  smears;  64  of  these  smears  had  been 
reported  within  the  past  three  years  and  presumably  represented  either  sampling  or  laboratory 
error. 

This  retrospective  investigation  is  a reminder  that  not  all  women  are  following  the  current 
screening  guidelines  for  cervical  cancer,  that  indigent  and  minority  populations  are  at  particu- 
lar risk  for  not  being  screened,  and  that  false-negative  tests  still  occur. 

Reprinted  by  permission  of  Journal  Watch,  vol  10,  August  1992. 


PAPASTAVROS1  ASSOCIATES  MEDICAL  IMAGING 

Garth  A.  Koniver,  M.D.,  Thomas  W.  Fiss,  Jr.,  M.D.,  Majid  Mansoory,  M.D. 
Stephen  J.  Lawless,  M.D.,  Richard  Chesnick,  M.D. 


Magnetic  Resonance  Imaging 


is  operating  at  both 
Wilmington  and  Newark  offices 

Wilmington  - 1 70 1 Augustine  Cut-Off  - Suite  1 00 
Wilmington,  DE  19803 
(302)  652-3016 

Newark  - 325  East  Main  Street,  Newark,  DE  19711 
(302)  737-5990 
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BRANDYWINE  IMAGING  CENTER,  L.P. 

A Diagnostic  Imaging 
Center  for  Women 

A women's  diagnostic  imaging  center, 
combining  state-of-the-art  technology  with 
personalized  attention  and  instruction. 

Our  professional  staff  includes  a specialist  in 
diagnostic  services  for  high  risk  obstetrical  < 
management  patients. 

Low -dose  state-of-the-art  film  screen  Mammography 
OB/gyn  Ultrasound 
Osteoporosis  screening 

Breast  aspiration  of  solid  and  cystic  masses  under 
ultrasonic  guidance 

Educational  videotapes  and  models 

Instruction  in  breast  self-examination 

Separate  and  pnmte  suites  for  testing  ( 

Brandywine  Imaging  Center  also  provides  General  Radiology 
and  Ultrasound  services  in  an  adjacent  suite.  * 

RADIOLOGY  CONSULTANTS: 

Rita  Gottesman,  M.D.  - Medical  Director  < 
Christine  Dietrich,  M.D. 

HOURS: 

Mon.  to  Thurs.  - 8am  - 6pm 
Friday  - 8am  - 5 pm 
Saturday  - By  appointment 

701  Foulk  Road,  Suite  El 
Foulk  Plaza 

Wilmington,  DE  19803 

(302)  654-5300 

Accredited  by  the  American  College 
of  Radiology 


BRANDYWINE 
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Join 

TheAMA. 

"The  AMA  has  never 
lost  sight  of  what  I think 
its  primary  goal  is:  to 
improve  the  public  health. 
And  the  AMA  has  played  a 
leading  role  in  issues  such 
as  smoking  and  drug  abuse.” 
Join  Dr.  Charles  H. 
Epps,  Jr.,  Dean  of  Howard 
University  College  of 
Medicine,  in  the  American 
Medical  Association.  Call 
this  toll-free  number  now. 

1-800-AMA-3211 
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MRI 

Now  available  at  two  locations. 

For  same-day  scheduling  and  wet  readings  at  our 
Newark  or  Wilmington  site,  call 

(302)  656-4MRI. 

Through  Diagnostic  Imaging  Associates, 
both  of  our  Signa  1 .5  tesla  high-field  scanners 
produce  medical  images  of  unsurpassed  clarity 
for  studies  of  the  brain,  neck,  heart,  blood  vessels 
(MR  angiography),  spine,  chest,  joints,  abdomen, 
pelvis,  liver  and  prostate  (endorectal  coil). 

Our  board-certified  radiologists  have  special 
fellowships  in  neuroradiology  and  MRI  body 
imaging.  This  will  provide  you  with  the  high 
quality  and  accuracy  doctors  demand  and 
patients  require.  When  you  need  to  schedule 
MRI  scans,  call 

(302)  656-4MRI. 


Diagnostic  Imaging  Associates,  p.a. 

Omega  Magnetic  Resonance  Imaging  Center,  l.p. 

Omega  Professional  Center  • L-6  Omega  Drive 
Newark,  DE  19713  • (302)  738-9300 

Wilmington  Magnetic  Resonance  Imaging  Center 

1020  Union  Street  • Wilmington,  DE  19805  • (302)  427-9855 
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BANCROFT  PARKWAY 

Here  is  an  authentic  reproduction  of  colonial 
architecture  by  George  F.  Bennett.  This  elegant 
home  has  been  designed  for  both  entertaining 
and  family  living.  A few  of  the  many 
features  included  in  this  home  are  a 
sun  room,  breakfast  room,  quality  con- 
struction with  stone,  slate  and  hard- 
wood floors.  Aspaciousinterior.  Priced 
at  $399,000.  Call  Fred  Zell  at  478-4165. 


WOODDALE 

A gracious  three-story  stucco  manor  house  on 
eight-plus  acres.  The  home  dates  back  to  1789 
and  was  totally  restored  in  1983.  Features  are  a 
library  with  cherry  paneling,  sumptu- 
ous master  suite,  front  and  rear  stair- 
case to  all  three  floors,  wine  cellar, 
heated  Sylvan  pool,  four-car  garage 
and  much  more.  Offered  at  $1 ,575.000. 
Call  Carole  Shepherd  at  478-4165. 
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